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THE TREATMENT OF BENIGN 
GOITERS * 
B. MARDEN BLACK, M.D.7 
ROCHESTER, MINNESOTA 

Before proceeding with discussion of 
the different benign diseases of the thy- 
roid, some mention could well be made of 
the increased necessity of accurate diag- 
nosis. Until relatively recently, the only 
effective treatment of any type of goiter, 
with the one exception of colloid goiter, 
was thyroidectomy. At present, in addi- 
tion to simple colloid goiter, many pa- 
tients with Hashimoto’s disease and the 
majority of patients with Graves’ disease 
may be treated effectively by nonsurgical 
methods. It is particularly necessary to 
distinguish between Graves’ disease, which 
may be treated with radioactive iodine, 
and nodular goiter with hyperthyroidism, 
which is best treated surgically. The re- 
sponse of the two conditions to antithy- 
roid drugs is also quite different. 
NODULAR GOITER WITHOUT HYPERTHYROIDISM 

Nodular or adenomatous goiter without 
hyperthyroidism is by far the most com- 
mon disease of the thyroid. The nodules 
may be single or multiple, and the thy- 
roid varies in size from that of a normal 
gland to that of a huge goiter weighing 
1,000 gm. or more. The larger goiters 
have become somewhat unusual except in 

* Presented at the meeting of the New Orleans 
Graduate Medical Assembly, New Orleans, Lou- 
isiana, March 7 to 10, 1955. 

+ Section of Surgery, Mayo Clinic and Mayo 
Foundation. The Mayo Foundation, Rochester, 
Minnesota, is a part of the Graduate School of 
the University of Minnesota. 


the more backward countries of the world. 
Thyroidectomy, which is the sole effective 
method of treatment, is obviously indi- 
cated if the goiter is large enough to be 
evident or to produce distortion of neigh- 
boring structures, particularly compres- 
sion of the trachea. A more cogent reason 
for advising resection of larger goiters is 
the fact that in a significant, though not 
precisely known, proportion of cases, thy- 
rotoxicosis ultimately develops. The onset 
of the thyrotoxicosis occurs without evi- 
dent change in the goiter, which has usu- 
ally been present for years, and typically 
is so insidious that complications, most 
frequently auricular fibrillation or con- 
gestive cardiac failure, may develop be- 
fore the diagnosis of thyrotoxicosis is sus- 
pected. It is most difficult, and, in some 
cases, impossible to determine if the eld- 
erly patient with a large goiter, some 
hypertension, and congestive failure has 
hyperthyroidism or is euthyroid. Since 
the question cannot be resolved by any 
or all of the tests for thyroid function, 
thyroidectomy must be carried out at a 
risk far greater than that associated with 
the same procedure in the absence of con- 
gestive failure. At the present time, death 
after thyroidectomy could be practically 
eliminated if surgical treatment could be 
avoided in the relatively small group of 
patients with large goiters and congestive 
heart failure or other visceral complica- 
tions. 

The question of removal of small nodu- 
lar goiters is somewhat more debatable. 
Pressure effects are absent, the nodule 
or nodules in the thyroid are so small that 
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the patient is frequently unaware of their ence of cancer would seem sufficiently 


presence, and finally, the likelihood of 
the development of thyrotoxicosis is re- 
mote. The sole reason for advising thy- 
roidectomy in such cases is the possibility 
that a carcinoma, which is unrecogniza- 
ble as such on clinical examination, is 
present in the thyroid. The reported in- 
cidence of carcinoma in surgically re- 
sected nodular goiters in the recent past 
has varied from 2 to more than 17 per 
cent.' In a critical review of cases in 
which thyroidectomy was carried out at 
the Mayo Clinic, Beahrs, Pemberton and 
I* found that occult carcinomas occurred 
in 3.8 per cent of all cases in which the 
preoperative diagnosis was nodular goiter 
without hyperthyroidism. When all cases 
of nodular goiter without hyperthyroid- 
ism, regardless of the preoperative clinical 
impression, were considered, the incidence 
of carcinoma was found to be 7.5 per 
cent. These findings are well in keeping 
with those presented in the great majority 
of other recent reports. 

Impressive evidence that the incidence 
of carcinoma in surgical material from 
the thyroid represents a reasonable esti- 
mate of the incidence in nodular goiters 
in general has been provided by the study 
of Mortensen, Bennett and Woolner.* 
Among 1,000 consecutive cases studied at 
necropsy, 28 primary carcinomas of the 
thyroid were found. The cause of death 
in one case was carcinoma of the thyroid, 
and in one other case the thyroid carcino- 
ma was recognized at routine necropsy. In 
525 cases nodules were present in the thy- 
roid, giving an incidence of occult carcino- 
mas among the nodular goiters of approxi- 
mately 5 per cent, which is of course iden- 
tical with that in surgical material. The 
fact that only the two carcinomas were 
found on routine necropsy may well ex- 
plain the failure to find occult carcinomas 
at necropsy by others. The remaining 26 
cases were discovered only when all nod- 
ules in the thyroid were studied meticu- 
lously, as is customary in the examination 
of surgical specimens. 


In general, the possibility of the pres- 


high to warrant removal of nodular goi- 
ters. In practice, many other aspects of 
the individual case must be taken into 
consideration. There is little debate re- 
garding the necessity of resecting the thy- 
roid when the nodule is single, as when 
a nodular goiter occurs in a young adult 
or particularly in a child. The likelihood 
of cancer is greater in nodular goiters of 
men than in those of women. Conversely, 
when the nodules are soft and multiple 
and the patient is an older woman, the 
indications for thyroidectomy are less well 
defined. In the case of older patients in 
general, the occult carcinomas are prac- 
tically always of the type which progress 
so slowly that death occurs from other 
causes before the lesion advances to the 
stage of producing symptoms. 

NODULAR GOITER WITH HYPERTHYROIDISM 

Nodular goiter with hyperthyroidism is 
also best treated by subtotal thyroidecto- 
my, in spite of the increased risk of oper- 
ation and the decreased incidence of car- 
cinoma, which is approximately 1 per 
cent.” The control of the thyrotoxicosis by 
both radioiodine and antithyroid drugs is 
somewhat uncertain and is likely to re- 
quire a prolonged period. The goiter per- 
sists with either method of treatment. 
The principal disadvantage of the anti- 
thyroid drugs is the time necessary to 
abolish the thyrotoxicosis; that of radio- 
iodine is the excessively large dose of the 
isotope that usually must be employed. 
The same limitations apply in the prepa- 
ration of such patients for thyroidectomy. 
Possibly the only circumstance in which 
radioiodine might be employed would be 
in the case of the patient so ill that the 
risk of thyroidectomy would be prohibi- 
tive. In this case, a large dose of radio- 
iodine might be given, hoping that the 
thyrotoxicosis could be controlled suffici- 


ently to permit thyroidectomy at some 
later date. Any such effort to improve 
the desperately ill patient’s condition, 
using antithyroid drugs, would almost 


certainly fail because the prolonged period 
necessary to achieve control would not be 
available. 
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GRAVES’ DISEASE (EXOPHTHALMIC GOITER) 

In contrast to the treatment of ade- 
nomatous goiter associated with hyper- 
thyroidism, which is essentially surgical, 
Graves’ disease may be treated effectively 
by subtotal thyroidectomy or by the ad- 
ministration of radioiodine or antithyroid 


drugs. Each method will be discussed 
separately. 
Antithyroid Drugs.—The antithyroid 


drugs have been virtually abandoned as 
definitive treatment. If they are given in 
adequate amounts, it is possible to control 
the hyperthyroidism in practically all 
cases. Toxic reactions, particularly leu- 
kopenia and agranulocytosis, which oc- 
curred not infrequently with thiouracil, 
are quite uncommon with more recent 
drugs such as propylthiouracil or meth- 
imazole (tapazole), and do not contra- 
indicate their use. Such drugs have proved 
rather impractical in competition with 
other methods of treatment, essentially 
because of the prolonged period during 
which treatment must be continued. As 
Williams* found some nine years ago, 
after treatment for as long as a year, re- 
lapse occurs promptly in approximately 
half of the cases when the drug is with- 
drawn. Treatment, of course, may be re- 
instituted, but relapse on discontinuing 
use of the drug apparently can occur after 
any period of treatment until the disease 
has run its course. The patient must be 
carefully followed throughout the period 
of treatment not only because of the oc- 
casional development of complications, but 
particularly to be certain that the thy- 
rotoxicosis is being kept under control. 
In actual practice, the treatment most 
commonly fails because the disease is not 
controlled, or because the patient or the 
physician discontinues treatment. 

The limitations with respect to time do 
not hold in the preparation of patients 
for thyroidectomy. The dose must be suf- 
ficiently high to control the thyrotoxico- 
sis. In the case of propylthiouracil, which 
is probably as effective as any of the 
drugs currently available, the starting 
from 400 to 600 mg. per day. 
After two to three weeks the dose may be 


dose is 
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reduced progressively to a maintenance 
dose of 100 to 150 mg. per day. Unless 
the patient is unusually ill, either because 
of the severity of the thyrotoxicosis or 
from its effects, Lugol’s solution (strong 
solution of iodine) in a dose of 30 drops 
a day can be started when the basal 
metabolic rate has fallen to approximately 
+20. Administration of the antithyroid 
drug is stopped about one week later, 
while administration of the Lugol’s solu- 
tion is continued for ten to fourteen days 
when thyroidectomy is carried out. Lu- 
gol’s solution should always be given be- 
fore the thyroidectomy to insure against 
crisis, and to produce involution of the 
hyperplastic thyroid. When patients are 
unusually ill, it is probably wise to con- 
tinue to control the hyperthyroidism medi- 
cally until they have recovered from the 
effects of the disease, an interval of per- 
haps two or three months. 


The use of antithyroid drugs in prepa- 
ration for thyroidectomy is probably not 
necessary in cases of Graves’ disease of 
the usual intensity. The risk of thyroidec- 
tomy after preparation with iodides alone 
in such cases is not materially greater 
than that associated with resection for 
nontoxic goiter, and consequently the in- 
creased time and effort necessary to pre- 
pare patients with antithyroid drugs do 
not seem warranted. Conversely, the only 
disadvantage associated with preparation 
with antithyroid drugs of all patients is 
the increased time required and the rare 
development of toxic reactions. 


Radioactive Iodine. — Unlike the anti- 
thyroid drugs which act by preventing 
the synthesis of thyroxin, radioactive io- 
dine produces its effects by destruction 
of the thyroid gland. The same result is 
thus achieved as with subtotal thyroidec- 
tomy, without the disadvantages of a 
surgical procedure and hospitalization. A 
tracer dose is given to determine the up- 
take of the isotope by the thyroid. The 
weight of the thyroid is estimated and 
the therapeutic dose is then calculated. 
The range in dose commonly employed is 


from 100 to 200 microcuries per esti- 
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mated gram of thyroid tissue. With the 
smaller dose, the hyperthyroidism can be 
expected to persist in many cases, and 
subsequent doses will be required. With 
larger doses, control of the thyrotoxicosis 
is more likely, but myxedema develops in 
perhaps one third or more of cases. Er- 
rors in dosage may result from gross 
errors in estimating the weight of the 
thyroid, and from the fact that the uptake 
of the therapeutic dose may differ from 
that of the tracer. There is some tendency 
at present to employ smaller doses and 
to repeat the treatment if necessary in 
milder cases, in which immediate control 
is not imperative. Conversely, in cases 
of severe thyrotoxicosis, and in those in 
which there are complications, larger 
doses are used in order to control the 
thyrotoxicosis as rapidly as possible, even 
at the cost of myxedema. At the range 
of dosage used to treat Graves’ disease, 
there are no immediate ill effects, such as 
radiation sickness, leukopenia or discerni- 
ble injury to neighboring structures. 

The only known possible complications 
of treatment with radioactive iodine are 
genetic effects and the possible ultimate 
development of carcinoma of the thyroid. 
In view of the former, radioactive iodine 
should not be used to treat women during 
child bearing there is a 
strong contraindication to thyroidectomy. 
The method is even more strongly inter- 
dicted during pregnancy, particularly 
after the third month when the fetal thy- 
roid begins to concentrate iodide. 

The incidence of carcinoma of the thy- 
roid after treatment with radioactive io- 
dine is as yet unknown. The incidence 
will not become known with certainty 
until far more time has passed. However, 
large numbers of patients have been treat- 
ed since the isotope was first released for 
clinical trial in 1946. So far, no case of 
carcinoma has been reported following its 
use. Until more information does become 
available, it would seem wise to limit 
treatment to older individuals. At the 
Mayo Clinic, radioactive iodine is used 
freely to treat Graves’ disease in individ- 
uals of perhaps 50 years of age or older. 


years unless 
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Its use in younger persons is limited to 
those in whom there is some contraindica- 
tion to thyroidectomy, to those with a 
decreased expectancy of life and to those, 
in some cases, with recurrent Graves’ dis- 
ease. The proportion of patients treated 
with radioactive iodine has increased each 
year since 1946. At present at the Mayo 
Clinic, more than 60 per cent of patients 
with Graves’ disease are being treated 
with the isotope. 
OTHER CONDITIONS 

Colloid Goiter.—The slight diffuse en- 
largement of the thyroid which may oc- 
cur at puberty and during pregnancy 
requires no treatment. More definite col- 
loid goiters should be treated with desic- 
cated thyroid. If there is no response to 
treatment within two to three months, or 
if palpable nodules persist in the thyroid, 
thyroidectomy is indicated. True colloid 
goiter is rare and may be confused easily 
with multiple adenomatous goiter, par- 
ticularly when the adenomas are unusu- 
ally soft. 

Acute Diffuse Thyroiditis —Acute dif- 
fuse thyroiditis (granulomatous thyroidi- 
tis, subacute thyroiditis) is a self-limited 
disease characterized by exquisite tender- 
ness of the thyroid, marked increase in 
the sedimentation rate, and frequently by 
some increase in the basal metabolic rate. 
Treatment is usually indicated because of 
the disability associated with the extreme- 
ly tender gland. Reasonably good results 
have been reported after external irradi- 
ation, and antithyroid drugs have also 
been used. More recently, cortisone is be- 
coming the drug of choice. Treatment 
with cortisone is apparently symptomatic 
only, since the symptoms recur promptly 
if use of the drug is discontinued before 
the disease has run its course. Rarely, 
course is unusually prolonged or when the 
thyroidectomy may be indicated when the 
diagnosis is in question. 

Hashimoto’s Disease-—Hashimoto’s dis- 
ease is readily confused with nodular goi- 
ter without hyperthyroidism. In the past, 
little effort was made to distinguish be- 
tween the two since in either case thy- 
roidectomy was carried out. Surgical 
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treatment of Hashimoto’s 
from being entirely satisfactory, since 
myxedema almost invariably ensues. It 
has been found recently that the size of 
the goiter can be reduced by treatment 
with desiccated thyroid. This treatment 
is apparently effective in fully half of all 


disease is far 


cases. It is not known whether the pa- 
tients will become myxedematous when 
the medication is discontinued. Undoubt- 


edly many will, since myxedema is not 
uncommon in untreated patients. If the 
possibility of Hashimoto’s disease is con- 
sidered, the diagnosis can be made with 
some certainty by the characteristic firm, 
diffusely nodular enlargement of the thy- 
roid, the slightly decreased basal meta- 
bolic rate, and the increased uptake of 
radioactive iodine. A biopsy specimen 
may also be secured with the Silverman 
needle. Rather large doses of desiccated 
thyroid may be _ necessary. Objective 
change in the size of the thyroid should 
be evident within three to six months. If 
the goiter does not regress or if nodules 
persist, thyroidectomy is indicated, as in 
the case of colloid goiter treated medically. 

Reidel’s Thyroiditis—Reidel’s thyroidi- 
tis is extremely rare. The clinical find- 
ings are those of carcinoma of the thy- 
roid, and consequently thyroidectomy is 
indicated in all cases. It is usually im- 
possible to remove safely the entire fi- 
brous mass. Every effort should be made 
at operation to secure an adequate biopsy 
specimen and to free the trachea. 

SUMMARY 

Colloid goiter and Hashimoto’s disease 
may be treated effectively by desiccated 
thyroid. If the goiter does not disappear, 
or if nodules persist, thyroidectomy is in- 


dicated. Adenomatous goiters, with or 
without hyperthyroidism, should be _ re- 
moved surgically, essentially because of 


the incidence of occult carcinoma in non- 
toxic goiters, and because adenomatous 
goiters with hyperthyroidism respond 
poorly to both antithyroid drugs and 
radioactive iodine. 

The use of antithyroid drugs should be 
limited largely to the preparation of pa- 
tients with Graves’ disease for thyroidec- 


tomy. Subtotal thyroidectomy and radio- 
active iodine are equally effective in the 
treatment of Graves’ disease. Until the in- 
cidence of carcinoma after treatment with 
radioactive iodine becomes known, such 
treatment should probably be reserved for 
individuals of 50 years of age or older. 
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DIAGNOSIS OF NONDIABETIC 
HYPERGLYCEMIA AND 
MELITURIA * 


WILLIAM LOCKE, M. D. + 
NEW ORLEANS 





Most of us, from our own clinical ex- 
perience, know how shocking it is for a 
patient to be told he has diabetes. He 
forsees countless dangers and hardships. 
As time goes on he finds his efforts to 
establish financial security through life 
insurance are impeded. The diabetic regi- 
men becomes irksome and any laxity is apt 
to bring with it a sense of guilt, if nothing 
worse. Consequently, to diagnose a trivial 
deviation of carbohydrate metabolism as 
diabetes mellitus is a considerable error. 
Perhaps equally or more serious is the 
error of failing to recognize the case of 
impaired glucose tolerance whose cause, 
though it may seriously threaten the pa- 
tient’s life, is correctable or controllable. 

3efore long, in most discussions of dia- 
betes, one is confronted by hard questions 
of definition. Let us deal at once with 
two of these. The first is the definition 
of diabetes mellitus itself. I know of no 





universally acceptable definition of dia- 
betes. My own preference is the one 
* Presented at the Seventy-fifth Annual Meet- 


ing of the Louisiana 
Orleans, May 4, 1955. 

+ From the Department of Medicine, Ochsner 
Clinic, New Orleans. 


State Medical Society, New 
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which defines the disease as one of un- 
known cause characterized by permanent 
impairment of glucose tolerance. This 
definition has many faults. Its great vir- 
tue, in the present context is, I believe, 
that it leads one to separate from the vast 
mass of true diabetic patients those 
cases of impaired glucose tolerance and 
melituria with recognizable cause. 

The second definition is that of blood 
sugar. In most laboratories the Folin-Wu 
or some similar technic is used for blood 
sugar determinations. These’ technics 
measure in one lump, so to speak, not 
only glucose but also a number of other 
reducing substances, such as glutathione, 
cysteine and ergothioneine, which, as far 
as I know, have little or no significance 
in the diagnosis of diabetes. This defect 
of the Folin-Wu technic has been known 
for decades but it was thought that non- 
glucose reducing substances contributed a 
fairly constant component (20-30 mg. per 
100 ml.) to the value obtained for blood 
“sugar” concentrations and were there- 
fore unimportant in detection of hyper- 


glycemia. That this is not correct was 
emphasized by Mosenthal and Barry! 
several years ago. Schales and I? have 


confirmed their observations 
method of determination 
Schales and Schales * 
lieve, measures only glucose. We found, 
in 332 samples of blood, that the differ- 
ences between the values for total reduc- 
ing substances (the values obtained by 
the Folin-Wu technic) and those for glu- 
cose varied from 6 to 75 mg. per 100 ml. 
In a number of instances blood which 
contained a normal concentration of glu- 
cose seemed to be hyperglycemic because 
of a large concentration of nonglucose re- 
ducing material. I cannot point to any 
specific case in which high concentrations 
of nonglucose reducing material in blood 
have led to the erroneous diagnosis of 
diabetes but the possibility of such an 
error occurring is worth keeping in mind. 


using a 
devised by 
and which, we be- 


NONDIABETIC CAUSES OF HYPERGLYCEMIA 
Table 1 lists some nondiabetic causes of 
impaired glucose tolerance. It is a for- 
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midable list and space does not permit a 
detailed discussion of each item in it. 
TABLE 1 
SOME CAUSES OF NONDIABETIC IMPAIRMENT OF 
GLUCOSE TOLERANCE * 

A. Diet—carbohydrate starvation 
3. Exogenous hormones 
1. During treatment with some adrenal cor- 
tical hormones or ACTH 
2. (?) After treatment with insulin 
C. Obesity 
D. Hepatic insufficiency 
E. Glycogen storage disease (von Gierke’s dis- 
ease ) 
F. Certain pancreatic lesions 
1. Carcinoma of the pancreas 
2. Acute pancreatitis and sequela 
53. Postpanereatectomy state 
4. Islet cell tumors 
G. Postgastrectomy state 
H. Certain endocrinopathies 
1. Acromegaly 
2. Cushing’s syndrome 
3. Pheochromocvtoma 
1. Hyperthyroidism 
I. Certain brain injuries 
J. Non-specific acute 
chronic infections, surgical operations 


“stress”; e.g., burns, and 


*Galactosemia is associated with a high blood level of 


reducing material. The 


blood glucose level tends to be low. 


galactose and consequently of 


And this is neither necessary nor appro- 
priate. We all know that in a small pro- 
portion of patients given cortisone or 
ACTH, for their pharmacologic effects, 
impaired glucose tolerance develops; that 
there is a high incidence of impairment 
of glucose tolerance in the obese and that 
reduction of obesity may be accompanied 
by return of glucose tolerance to normal; 
that elimination of most or all of the 
body’s supply of islet cell tissue, whether 
by inflammation, neoplasm, or operation, 
results in hypoinsulinism and impaired 
glucose tolerance; and that Claude Ber- 
nard produced piqure diabetique by punc- 
turing the floor of the fourth ventricle. 
Almost as well known is the high inci- 
dence of imvaired glucose tolerance in 
acromegaly, Cushing’s syndrome, pheo- 


chromocytoma and hyperthyroidism. Less 
well known, perhaps, is how profoundly 
glucose tolerance is influenced by diet, the 
previous administration of insulin, and 
hepatic disease; the paradoxical impair- 
ment of glucose tolerance among patients 
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suffering from hypoglycemic attacks due 
to islet cell tumors; and the curious hyper- 
glycemic-hypoglycemic glucose’ tolerance 
curve of the postgastrectomy state. Well 
known, but worthy of emphasis here, i 
the effect of stress on the body’s disposal 
of glucose. Lawrence* has seen “‘many 
patients condemned to diabetic treatment 
from neglect of this fact [effect of ‘toxic 
and septic’ conditions on glucose tolerance] 
whose tolerance became normal when such 
conditions as purulent sinusitis and the 
like were cleared up.” 

Figure 1 illustrates the effect of diet on 
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Figure 1. Composite curves showing the effect 
of diet on glucose tolerance of 4 groups of nor- 
mal young adults. The groups were fed diets con- 
sisting of nothing but carbohydrate (c), protein 
(p), fat (f) or water (s), respectively, for two 
days prior to the glucose tolerance tests. Only 
the carbohydrate fed group had “normal” glucose 
tolerance (after Sweeney ®*). 
glucose tolerance. The data are taken from 
a paper by Sweeney® and are derived 
from a study of 4 groups of normal young 
adults. The experimental diets were taken 
for only two days prior to the glucose 
tolerance tests. The groups were fed only 
carbohydrate, protein, fat or water, re- 
spectively. The curves, each of which is 
a composite, indicate impaired glucose 
tolerance in each group but the one fed 
carbohydrate. The clinical importance of 


these observations is obvious. The usual 
criteria of pathologic impairment of glu- 
cose tolerance are not applicable to an 
individual who has been eating abnormally 
just before a glucose tolerance test. 
Figure 2 illustrates the effect of prior 
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Figure 2. The effect of prior administration 
of massive doses of insulin on the glucose toler- 
ance of chicks. The 
the glucose tolerance of a control group of ani- 


lower curve’ represents 


mals and the upper curve, the glucose tolerance 
of the insulin treated animals (after Opdyke ®). 
administration of insulin on glucose toler- 
ance. These data, obtained from a paper 
by Opdyke,® are presented here with hesi- 
tation. It is a well known endocrinologic 
principle that exogenous hormone depres- 
ses secretion of the corresponding endo- 
genous hormone. For examples, cortisone 
depresses release of endogenous adrenal 
cortical hormone and desiccated thyroid 
gland depresses release of endogenous 
thyroid hormone. One would expect the 
same of insulin. Curiously, I have been 
unable to find data from experiments on 
human beings which support this expecta- 
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tion. The data depicted here are derived 
from experiments on chicks which were 
given massive amounts of insulin for 
three days prior to the test and give 
unequivocal evidence that the procedure 
used reduces glucose tolerance in these 
animals. These data together with the 
theoretic consideration I have already de- 
scribed and isolated clinical observations 
suggest to me that interpretation of a 
glucose tolerance curve in someone who 
has recently been taking insulin is a haz- 
ardous undertaking. 

The foregoing may be considered ex- 
amples of physiologic impairment of glu- 
cose tolerance. We come now to some 
pathologic causes of impaired glucose tol- 
erance. 

Diffuse hepatic disease is one, 
reported an impressive 
group of cases which illustrate how the 
disordered carbohydrate metabolism of 
hepatic disease may mimic that of dia- 
betes. There were 10 alcoholic patients 
with hepatic disease, all of whom were 
hyperglycemic and ail but 1, glycosuric. 
Treatment of the hepatic disease was ac- 
companied by improvement in carbohy- 
drate tolerance in all 10 patients. The 
most striking case was that of a patient 
whose initial fasting blood sugar concen- 
tration was 460 mg. per 100 ml. and whose 
urinary excretion of sugar amounted to 24 
Gm. per twenty-four hours. After twelve 
weeks of therapy, which did not include 
the use of insulin, the fasting blood sugar 
concentration was 90 mg. per 100 ml. and 
the urine contained no stigar. 

Diabetes itself may be responsible for 
hepatic damage, especially in the young. 
The differential diagnosis between dia- 
betes with secondary hepatic damage and 
hepatic damage with secondary hypergly- 
cemia may be difficult. It is noteworthy 
that none of Leevy’s patients knew of dia- 
betic relatives. Prolonged observation of 
the patient while he is being treated may 
be necessary for differentiation. 


Leevy 
and associates‘ 


Idiopathic hemochromatosis is charac- 
teristically associated with hyperglycemia. 
The diagnosis of hemochromatosis, once it 


is suspected owing to the findings of hy- 
perglycemia, hepatomegaly, and bronzing 
of the skin, may be confirmed by histo- 
logic examination of biopsied cutaneous 
and hepatic tissues stained to reveal hemo- 
siderin and by measurement of the iron 
content of serum. Some hemochromatotic 
patients with reduced glucose tolerance 
resist the action of insulin remarkably. 
Root * reported the case of such a patient 
in whom death resulted from diabetic 
coma, which developed while he was re- 
ceiving 1600 units of insulin daily. Davis 
and Arrowsmith” reported data suggest- 
ing that depletion of the patient’s massive 
iron store by repeated blood letting may 
improve his glucose tolerance. 
Functioning tumors of the islet cells are 
sometimes associated with glucose toler- 
ance curves suggestive of mild diabetes. 
This paradoxical association of hyperin- 
sulinism and impaired glucose tolerance 
has not been conclusively explained, 
though one may speculate that pathologic 
release of insulin from the tumor sup- 
presses the physiologic responsiveness of 
normal islet tissue. Whipple and Bau- 
man '® reported glucose tolerance studies 
in 17 patients having islet cell tumors. 
Preoperatively, 8 had glucose tolerance 
curves which had some resemblance to 
diabetic curves. Figure 3 shows the pre- 
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Figure 3. The preoperative glucose tolerance 
curves of two patients (A and B) having islet 
cell tumors. Both indicate impaired glucose tol- 
erance. Attention is called to the peculiar con- 
figuration of curve B. 
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operative glucose tolerance curves of the 
2 patients from whom islet cell tumors 
have been removed at the Ochsner Clinic. 
One curve is indistinguishable from curves 
seen in mild diabetes; the other has the 
singular configuration of beginning at a 
low level and rising progressively over 
the three hour period of the test. This 
configuration may be pathognomonic of 
islet cell tumor. Whipple and Bauman re- 
marked on it in their report. 

The diagnosis of islet cell tumor demands 
demonstration of spontaneous hypogly- 
cemia occurring during a prolonged (up 
to seventy-two hours) fast and exclusion 
of other causes of spontaneous hypogly- 
cemia, such as primary and_ secondary 
adrenal cortical insufficiency and severe 
hepatic disease. As we have just men- 
tioned, the shape of the glucose tolerance 
curve may suggest the diagnosis. 


After subtotal gastrectomy, glucose toler- 
ance tests may yield abnormal results. After 
administration of the test dose of glucose 
the blood glucose may rise to high con- 
centrations and glycosuria often occurs. 
Thereafter the blood sugar concentration 
rapidly drops and at about the second 
hour of the test hypoglycemic levels may 
be reached. Muir'' found glucose toler- 
ance curves with this configuration in 34 
of 86 postgastrectomy patients. Glycos- 
uria occurred during the test in each of 
the 34 patients. Figure 4 illustrates a 
postgastrectomy glucose tolerance curve. 
A diagnosis of diabetes mellitus had been 
made on this patient before the true con- 
dition was recognized. 

NORMOGLYCEMIC MELITURIA 

Some causes of normoglycemic melituria 
are listed in Table 2. Renal glycosuria oc- 
curs not infrequently in the later months of 
pregnancy and lactosuria may be con- 
sidered physiologic when occurring during 
the last few days of pregnancy and dur- 
ing lactation. Most of the other varieties 
of normoglycemic melituria are rare. I 
would have said all varieties (on the basis 
of my own experience) were it not for 
Lawrence’s* remarkable statement: ‘“Six- 
ty-five per cent of 800 cases of glycosuria 











mg./100mI. 
. 200-4 
38 
~ 
3 
a 
v 
8 
M4 
@ 100-4 
Glycosuria |O 2+ 3+ 3+ ie) 
T a pe oll 
Oo I 2 3 


Time — Hours 

Figure 4. The glucose tolerance test of a pa- 
tient who had had partial gastrectomy. Blood 
sugar values refer to “true” glucose. Attention is 
called to the hyperglycemia at one hour and the 
hypoglycemia at two and three hours. Renal gly- 
cosuria is also present. 

TABLE 2 

SOME CAUSES OF NORMOGLYCEMIC MELITURIA * 


A. Renal glycosuria 
1. As an isolated finding 
2. During treatment with certain adrenal 
cortical hormones or ACTH 
3. During later months of pregnancy 
4, As part of Fanconi’s syndrome 
B. Melituria due to excretion of carbohydrates 
other than glucose 


1. Lactose 

2. Galactose 

3. Maltose 

4. Mannoheptalose 
5. Pentoses 


6. Fructose 
7. Sucrose * 
C. Melituria due to excretion of substances other 
than carbohydrates 
1. Drugs; salicylates, camphor, menthol, 
chloral hydrate, morphine, pyramidon. 





2. Alkaptone (homogentisic acid) 
a. As an isolated finding 
b. As a manifestation of ochronosis 
*The term “melituria’, as here used, signifies the 
presence in urine of substances which give a positive 
reaction to Benedict's test or to the Clinitest procedure, 
* Sucrose gives a positive reaction to Benedict's test or 
to the Clinitest procedure only after hydrolysis. 


in army personnel investigated in London 
were proved to be [renal glycosuria]”’. 
Lawrence implied that this percentage 
may have been as high as it was because 
most of the patients with glycosuria were 
under thirty years of age. 

The diagnosis of normoglycemic meli- 
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turia follows from the demonstration of 
melituria in a patient with a normal glu- 
cose tolerance curve. Figure 5 depicts 
data from such a patient. This patient 
had been treated briefly with insulin be- 
fore the true diagnosis was established. 
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Figure 5. Renal glycosuria in the case of a 
man in whom a diagnosis of diabetes mellitus had 
been made. The reducing substance in the urine 
was identified as glucose. 
Another patient, who came to the Ochsner 
Clinic with the diagnosis of renal gly- 
cosuria made elsewhere, related that he 
had seen a score of physicians because of 
glycosuria and had been kept miserable by 
insulin-induced hypoglycemic attacks be- 
fore the diagnosis of renal glycosuria was 
established. 

Normoglycemic melituria is usually a 
harmless anomaly signifying no serious 
disorder. The renal glycosuria of Fan- 
coni’s syndrome, the galactosuria of galac- 
tosemia and the alkaptonuria of ochronosis 
are exceptions. Nonetheless, although 
identification of the reducing substance in 
the urine can rarely be put to practical 
use, attempts at identification should be 
undertaken. Sometimes reasonable cer- 
tainty may be gained from information in 
the history. The normoglycemic melituria 
of late pregnancy and lactation, of drug 
takers and of avocado eaters (mannohep- 
talosuria) can be identified by this means. 
For the rest, identification usually re- 


quires the services of a biochemical lab- 
oratory. 


CONCLUSIONS 

Nondiabetic impairment of glucose tol- 
erance and melituria enter into the differ- 
ential diagnosis of every case of sus- 
pected diabetes mellitus. For this reason, 
among others, every patient with abnormal 
carbohydrate metabolism deserves a pains- 
taking general examination. Even after 
the diagnosis of diabetes has been made, 
the patient should be observed carefully 
and frequently for several months. This 
is especially important if the patient has no 
family history of diabetes. Anything un- 
usual in the clinical manifestations of the 
disease requires renewed diagnostic efforts. 

Great caution should be used in diagnos- 
ing diabetes mellitus if the patient is 
pregnant, obese, or suffering or convales- 
cing from an infectious process, trauma 
including surgical operations, or hyper- 
thyroidism. Glucose tolerance may return 
to normal after delivery or on return of 
normal health. Ideally, before the critical 
tests for the diagnosis of diabetes mellitus 
are made, the patient should have all sig- 
nificant correctable disorders eliminated 
and be well fed, active and free of the 
effects of drugs and exogenously admin- 
istered hormones. 

Severe reduction in carbohydrate toler- 
ance can be firmly diagnosed by fasting 
blood sugar determinations. In less severe 
cases a glucose tolerance test should be 
done. For estimating blood sugar concen- 
trations a technic which measures glucose 
concentration is preferable to one which 
measures total reducing substances. 

The finding of melituria alone is not 
sufficient evidence for making the diag- 
nosis of diabetes mellitus. 
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CERTAIN INTERRELATIONSHIPS OF 
MEDICINE, INSURANCE AND 
THE LAW * 

JOSEPH D. FRANK, + 
Fort WAYNE, INDIANA 
The legal and medical professions have 
many things in common. In many re- 
spects they are as far apart as the North 

and South poles. 

The lawyer takes an oath to support 
the Constitution of his state and of the 
United States. You no longer take the 
Hippocratic oath but I believe the perti- 
nent portions thereof are contained in the 
Code of Ethics of the American and other 
medical societies to which you may belong. 

Of the two professions, it is my feeling 
that you have the greater responsibility. 
On many occasions I have heard learned 
and distinguished lawyers discourse on 
and extol and praise the virtues of the 
legal profession. The point is frequently 
made that our profession ever espouses 
the cause of the poor and downtrodden 
and is the keeper of the liberties and the 
constitutional rights of our fellowmen. I 
subscribe to that wholeheartedly and am 
proud to be a member of such a profes- 
sion. By and large its ideals are high and 
it does render a real service to humanity. 
It has its shysters just as the medical 
profession has its quacks but like the 
medical profession the vast majority of 
its members are imbued with high ideals 
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and a proper concept of their duty to 
their God, to their fellowman, and to their 
country. 

The lawyer deals with property rights 
and the freedom and liberty of man. How- 
ever, these things fade into insignificance 
in comparison with life and death. True 
it is that life without the blessings of 
property rights and liberty may be bur- 
densome and not worth-while. However, 
a life racked with pain and suffering and 
with a sense of impending doom is in- 
tolerable. Unto your hands is entrusted 
the welfare, the happiness of and life 
itself. One mistake on your part, such as 
a wrong diagnosis or slip or mishap or 
an error in judgment may, and often does, 
mean the difference between life and 
death. Yours is truly a great responsibil- 
ity. 

Through the carelessness or ignorance 
or inexperience of a lawyer a man may 
lose his worldly goods. However, if such 
happens there is ever present the chance 
and opportunity to start anew and rebuild 
his fortune. If, however, through your 
mistakes or ignorance or inexperience a 
man loses his health beyond repair he is 
lost irreparably and all the wealth in the 
world cannot restore the status quo. 

So with due appreciation of and respect 
for my own profession and in no wise 
belittling it, I salute you gentlemen as 
members of a profession who, second per- 
haps to the ministry, are charged with 
the greatest responsibility that can be 
conferred upon or assumed by a mortal 
being. 

As a preface to some of the matters on 
the agenda I would like to give you the 
legal definitions of a few matters. I 
realize this may be dry and perhaps bor- 
ing but it is necessary for a proper under- 
standing of some of the subjects to be 
discussed. 

ACCIDENT AND ACCIDENTAL MEANS 

Take the term “accident” for example. 
The most illiterate layman has a pretty 
good idea of what the term means. How- 
ever, one finds many different definitions 
and interpretations of the word by the 
Appellate Courts. 
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“Accidental means” is a phrase that 
presents itself for interpretation in num- 
erous cases. Literally hundreds of de- 
cisions have been rendered in which reams 
have been written for the purpose of es- 
tablishing either that it has a meaning 
differing materially from the word “ac- 
cident” or that the phrase means the same 
thing as the word “accident’’. 

This differentiation between the mean- 
ing of the word and the phrase resulted 
in Mr. Justice Cardoza of the United 
States Supreme Court observing that “The 
attempted distinction between accidental! 
results and accidental means will plunge 
this branch of the law into a Serbonian 
Bog’’.'® He reasoned thusly: “When a 
man has died in such a way that his death 
is spoken of as an accident, he has died 
because of an accident, and hence by ac- 
cidental means”. 


However, there are many respectable 
high courts that refuse to follow that 
broad statement. 

Accident may be defined as “an un- 


looké¢d for mishap or an untoward event 
which is not expected or designed, an 
event happening at a special time or oc- 
casion”’. 

In the accidental means some 
slip »r mishap must have occurred in con- 
nection with the intentional act performed 
by the actor. 

The leading case on the subject of ac- 
cident and accidental means is what is 
known as the Barry Case decided by the 
United States Supreme Court in the year 
1888,!* 

In that case the insured, a thirty year- 
old physician jumped from a platform to 
the ground beneath, about four feet down- 
wards. Two companions preceded him in 
a similar jump and without sustaining 
injuries. Dr. Barry immediately experi- 
enced a distress in the stomach, vomiting, 
and passed nothing but decomposed blood 
and mucus for a period of nine days at 
the expiration of which time he died. 
There conflicting testimony as to 
whether his death resulted from duodenitis 
or a stricture of the duodenum as alleged 
in the complaint. The policy provided for 


case of 


was 
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payment if the insured “shall have sus- 


tained bodily injuries effected through 
external, violent and accidental means, 
‘ within 90 days from happening 


thereof”. The policy excluded liability if 
disease should contribute to the death and 
further provided that benefits would not 
be payable “except where the injury is 


the proximate or sole cause of the dis- 
ability or death”. 
The distinction can best be explained 


by quoting from a part of the court’s 
charge to the jury as follows: 

“And I instruct you that if Dr. Barry jumped 
from the platform and alighted on the ground 
in the way he intended to do, and nothing un- 

unexpected, or involuntary 
affecting the downward movement 
as he expected or would naturally 


forseen, occurred, 
changing or 
of his body 
expect such 
ing him to strike the ground in any different 
way or position from that which he anticipated 
or would naturally anticipate, then any result- 
ing injury was not effected through any acci- 
dental means. But if, in jumping or alighting 
on the ground, there occurred, from any cause, 
any involuntary movement, turn 
or strain of the body which brought about the 
alleged injury, or if there occurred any unfor- 
circumstance which interfered with or 
changed such a downward movement as he ex- 
it would be natural to 


a movement to be made, or caus- 


unforseen or 


seen 


pected to make, or as 
expect under such circumstances, and as caused 
him to elight on the ground in a different po- 
sition or way from that which he intended or 
expected, and injury thereby resulted, then the 
injury would be attributable to 
means. 


accidental 


“Of course it is to be presumed that he ex- 
pected to reach the ground safely and without 
injury. Now, to simplify the question and 
apply to its consideration a common-sense rule, 
Did anything, by chance or not as expected, 
happen, in the act of jumping or striking the 
ground, which caused an This, I 
think, is the test by which you should be gov- 
erned in determining whether the 
jury, if sustained, was or 
effected through accidental means.” !'* 
On the subject of proximate cause, the 

instruction of the court was as follows: 

“Whether a cause is proximate or remote 
does not depend alone upon the closeness in the 
order of time in which 


accident? 


alleged in- 


any was was not 


certain things occur. 
An efficient, adequate cause being found, it 
must be deemed the true cause, unless some 


other cause not incidental to it, but indepen- 
dent of it, is shown to have intervened between 
If, for example, the deceased 


it and the result. 
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sustained injury to an internal organ, and that 
necessarily produced inflammation, and that 
produced a disordered condition of the injured 
part, whereby other organs of the body could 
not perform their natural and usual functions, 
and in consequence the injured person died, the 
death could be properly attributed to the origi- 
nal injury. In other words, if these results fol- 
lowed the injury as its necessary consequence, 
and would not have taken place had it not 
been for the injury, then I think the injury 
could be said to be the proximate or sole cause 
of death; but if an independent disease or dis- 
order supervened upon the injury, if there was 
an injury—I mean a disease or derangement of 
the parts not necessarily produced by the in- 
jury—or if the alleged injury merely brought 
into activity a then existing, but dormant, dis- 
order or disease, and the death of the deceased 
resulted wholly or in part such 
then it could not be said that the injury was 
the sole or proximate cause of death.” !” 


from disease, 


The jury found in favor of the bene- 
ficiary and its verdict was affirmed by 
the Supreme Court. 

This decision has been cited in hundreds 
of decisions by the State and Federal 
Courts. Oddly enough, it is cited by both 
those who contend that there is no dis- 
tinction between “accident” and “acci- 
dental means” and those who contend for 
the opposite view. Those who cited in 
support of the first theory contend that 
nothing unusual happened in the jump 
from the platform; that the insured did 
the very thing he intended to do and that 
the result was unexpected and undesigned 
and that a recovery having been per- 
mitted in the case, the decision is an au- 
thority for the proposition that there is 
no distinction between the two terms. 
Those who cite the case as an authority 
for a distinction between the two terms 
stress the language used in the court’s 
charge to the jury and contend that the 
jury is bound to have found that there 
was some slip or mishap, such as an un- 
expected twisting of the body in the des- 
cent from the platform to the ground 
and that, otherwise, under the charge of 
the court, the judgment would not have 
been affirmed. 

I have discussed the case at length be- 
cause of the fact that it is usually cited 
by the Appellate Courts in practically 
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every case involving the subject of acci- 
dent or accidental means. 

A simple case with slightly different 
facts will serve to illustrate the differ- 
ence between death as the result of acci- 
dent and death from accidental means: 

Your automobile stalls in the snow—or 
perhaps down here I should say on an 
unpaved muddy road. You get behind it 
and push it. As a result of the exertion 
you have a so-called heart attack and die. 
Your death is due to accident but not as 
the result of accidental means. You did 
the very thing you intended to do and in 
the very manner you intended. The result 
was unforeseen and undesigned but there 
was no slip or mishap. 

Now, let us assume your car has a flat 
tire. You place the jack under the axle 
and proceed to pump. Suddenly the jack 
slips, the handle strikes your chest with 
powerful force which causes an aneurism 
and you die. The death is due to acci- 
dental means. The mishap was the acci- 
dental slipping of the jack and its contact 
with your body. 

A Missouri Appellate Court explained 
it as follows: 

“In Missouri, therefore, death which is mere- 
ly the unexpected result of a wholly intentional 
act is not a death from accidental means. To 
constitute the means accidental in such a case, 
some causative mischance, slip or mishap must 
have occurred in connection with the intentional 
act.” 20 

PRIVILEGED COMMUNICATIONS 

The common law did not regard com- 
munications between attorney and client, 
physician and patient, and priest and 
confessor as being confidential and privi- 
leged. 

By “common law” is meant that body 
of rules, regulations and precedents that 
sprang from common consent and under- 
standing that Government and individuals 
should be guided and controlled in their 
actions and conduct in accordance with 
certain standards that were given general 
recognition by those charged with the 
duty of enforcing and preserving the 
liberty, freedom and property rights of 
citizens of a country. It is a heritage 
from England. It is often referred to as 
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the “unwritten law.” The Privileged Com- 
munication Statute varies in different 
jurisdictions. It was introduced in the 
State of New York in 1828. Some 30 
states and the District of Columbia now 
have statutes pertaining to the subject. 
They are lacking in uniformity but have 
the common purpose of protecting from 
disclosure, under legal compulsion, infor- 
mation given to a physician while treat- 
ing a patient or information given to an 
attorney by his client in a professional 
capacity. It is a privilege for the benefit 
of the patient or the client. It may be 
waived by the patient either by express 
consent or impliedly by some act on his 
part that removes the bar. If he waives 
his rights the physician is no longer 
bound to observe the rule. If in a court 
proceeding the patient uses his physician 
as a witness to testify to some phase of 
his illness or treatment therefor then, 
generally speaking, the bar is removed 
and the opposition has the right to re- 
quire a full disclosure from the physician. 
The physician cannot refuse to testify. 
The statute is not enacted for his benefit. 
When called upon to testify he must do 
so unless on timely objection interposed 
by the patient or his attorney and sus- 
tained by the court, it is ruled that he 
may not do so. 

In some states the privilege is limited 
to civil causes. In some—Louisiana for 
example—it is limited to criminal cases. 
In others it is limited to a certain extent, 
as for example, in making the privileges 
inapplicable to prosecutions for homicide 
or bodily injury. 

In some states the privilege applies 
only to information pertaining to social 
or loathsome diseases or information that 
would blacken or besmirch the reputation 
or character of the patient. In others it 
is limited only to such information as is 
given to the physician which is necessary 
for proper diagnosis and treatment and 
does not extend to other information giv- 
en nor to what is seen or observed by the 
physician. Information obtained by the 
physician outside of his professional ca- 
pacity is not privileged. Neither is in- 
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formation privileged that is acquired by 
the physician after the relation of physi- 
cian and patient has terminated nor in- 
formation acquired by the physician be- 
fore the relationship arose. 

AUTOPSIES 

As to the matter of autopsies, you 
gentlemen doubtless are conversant with 
the pertinent laws of your particular 
state. Quite naturally, when an autopsy 
is performed at the instigation of some 
branch of government, municipal or state, 
for the purpose of determining whether 
death was due to violent or natural 
causes, you are protected from any claim 
of mutilation. In other cases, I am sure 
you require written authorization from 
the proper relatives. Failure to do so 
would subject you to the hazards of a 
suit for damages. Even charitable hospi- 
tals have been held liable where an autop- 
sy was performed without such consent. 
There was in effect a state statute ex- 
empting the hospital from claims for 
damages on the part of charity patients. 
However, the plaintiff in the case was 
not a patient. The action was one for 
damages for mutilation, the plaintiff being 
a surviving relative of the deceased. 
Therefore, the state’s exemption statute 
was inapplicable. 

Also, one who unlawfully induces an- 
other to perform an unauthorized autopsy 
is liable for damages. In a Texas case an 
agent of an insurance company, antici- 
pating that surviving relatives might at- 
tempt to collect the proceeds of a policy 
on the theory of accident, induced a jus- 
tice of the peace, who performs the duties 
of coroner, to authorize the county physi- 
cian to perform an autopsy. The insur- 
ance company paid the fee of the physi- 
cian who performed the autopsy. In the 
litigation it was held that although the 
autopsy was ordered by the coroner, it 
was illegal since it was not a _ violent 
death but one from natural causes. A 
fairly substantial judgment was awarded 
the plaintiff against the insurance com- 
pany. 

In the 


case of a deceased child, au- 


thorization for an autopsy should be ob- 
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tained from both parents if they are both 
alive and are living together or can be 
contacted. 

While a coroner has a right to conduct 
or order an autopsy in cases of violent 
or suspicious deaths, yet he has no right 
to act arbitrarily. He is called upon to 
exercise his own good judgment. When 
the advisability of an autopsy seems 
plausible and he acts in good faith, he is 
protected. However, in a situation such 
as the Texas case mentioned, he could be 
held accountable, although in that case 
the widow took it out on the insurance 
company alone. 

In an Indiana case there was a squabble 
between two physicians who treated a 
child at different times, the difference of 
opinion being as to what caused death. 
Death was from natural cause, to wit, 
diphtheria of the larynx, a disease which 
is said to be difficult of diagnosis. In 
order to settle the matter they induced 
the coroner to order an autopsy. The 
state statute provided for the payment 
of fees to one conducting an autopsy upon 
order of the coroner. It was held that 
“one holding an autopsy under the direc- 
tion of the coroner was charged with 
notice of the limitations on the statutory 
power of the coroner to hold inquests and 
autopsies, and the county is not estopped 
from contesting the validity of a physi- 
cian’s claim for an autopsy merely be- 
cause it was directed by the coroner.” 
By the same token a surviving relative 
could make the same challenge in a tort 
action for an unauthorized mutilation of 
the dead. 

Most of the litigation pertaining to un- 
authorized autopsies has arisen in cases 
where the physician was suing to recover 
his fees. However, there are quite a 
number of reported cases where the action 
was one in tort for the unauthorized muti- 
lation of a dead body. 

What about the applicability of privi- 
leged communication statutes as they 
might pertain to autopsies? You conduct 
an autopsy; a litigant obtains a copy of 
your report or if you are in possession 
of a copy you are served with a subpoena 
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duces tecum, which you must obey, and 
are placed on the stand and interrogated 
about the report. Can you refuse to testi- 
fy on the grounds of privileged communi- 
cation? Obviously not, because there can 
be no such thing as a privileged communi- 
cation or confidential relation between a 
physician and a dead man. Of course, if 
you were his physician during his life- 
time and are called upon to testify as to 
facts learned by you by reason of the 
relationship of physician and patient, such 
facts could be excluded on proper and 
timely objection. 


In passing on the subject, one of the 
United States Circuit Court of Appeals 
said: 

“A deceased body is not a patient. The rela- 
tion of physician and patient ends when the 
death of the patient ensues. To hold that facts 
discovered through an autopsy are privileged 
communications within the meaning of the 
statute will not effectuate what we conceive to 
be its manifest purpose, namely, to obtain full 
disclosure to the physician in order to enable 
him to properly treat the patient. Treatment 
cannot avail after death. On the other hand, 
to hold that facts obtained by a_ physician 
through an autopsy are not privileged commu- 
nications will not, in our opinion, in any wise 
prevent the accomplishment of the purpose for 
which the statute was enacted. The foregoing 
must be true, unless it can be said that a sick 
person will be deterred from calling a _physi- 
cian because of fear that, if death ensues, such 
physician will probably perform an autopsy 
and disclose the facts obtained through such 
autopsy. We think it altogether unlikely that 
such a fear would deter a sick person from 
securing the services of a physician. As a mat- 
ter of fact, an autopsy is much less likely to 
follow in cases where the deceased person has 
had the services of a physician during his last 
illness.” (Travelers’ Insurance Company versus 
Bergeron 25 F (2d) 680) 

SUICIDES 

I would like to touch lightly on the sub- 
ject of suicide. Practically all life insur- 
ance policies relieve the insurer of lia- 
bility except for the return of premiums 
if the insured dies of self-destruction, 
whether sane or insane, if within two 
years of the issuance or date of the policy. 
Double indemnity contracts and accident 
policies contain similar but 
without any time limit. 


provisions, 
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The law reports are replete with de- 
cisions involving this difficult problem. 
In many of the cases, any reasonable 
minded man except a juror impaneled to 
decide a case between a beneficiary and 
a reputedly wealthy insurance company 
would know without doubt that the dece- 
dent took his own life. Many individuals 
who commit suicide resort to various and 
devious methods to make their death ap- 
pear accidental. Some of the favorite 
methods are from shootings, poisoning, 
overdoses of sleeping potions, drownings, 
driving an automobile in front of or into 
the side of a speeding train at railroad 
crossings, ete. 

Frequently laymen, and _ occasionally 
courts, criticize the so-called “fine print” 
policies, saying the insurer prepares one 
page consisting of bold faced type promis- 
ing payment and then four or five pages 
of fine print taking away from the prom- 
ise to pay. Many of the exceptions or 
exclusions have been adopted because of 
adverse results in questionable cases. To 
use a simple and frequent case: An in- 
dividual is found dead in a closed garage, 
a victim of carbon monoxide. The engine 
of his automobile is running or has run 
until the gasoline became exhausted. The 
hood of the car has been raised and tools 
are scattered about. The appearances are 
that he was working on his car and was 
overcome accidentally. The investigation 
may show that the decedent had been in 
poor health and despondent; that he had 
been having domestic and financial dif- 
ficulties or that he was an embezzler or 
had committed some other crime and that 
he had been heard to threaten suicide a 
few weeks, a few months, or a few years 
prior to his death. There are so many 
motives that the coroner returns a verdict 
of suicide; however, there is a legal pre- 
sumption against suicide and the coroner’s 
verdict, if admissible at all, is not con- 
clusive. Almost invariably, twelve good 
men and true in the jury box will find 
his death was an accident, particularly if 
the beneficiary happens to be an attrac- 
tive widow or has with her in the court 
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room exhibits consisting of one or more 
small children who have been bereft of 
a father. 


On account of the predilection of juries 
to render verdicts adverse to the insurer 
in such cases, quite a number of insurers 
exempt the company from liability in 
double indemnity and accident policies 
where death is the result of asphyxiation 


from, or the inhalation of, gas, either 
voluntary or otherwise. 
A startling number of deaths occur 


from overdoses of the so-called sleeping 
pills. The insurance contract may, and 
frequently does, exempt the company from 
liability from death resulting from poison- 
ing as well as from suicide. When do 
such pills cease to be medicine, or if you 
please, sedatives, and become “poison,” 
if ever? In a number of adjudicated 
cases, the insurance companies have been 
cast because they were unable to prove 
that the insured took the overdose with 
the intent of self-destruction or was con- 
scious of the fact that he or she was tak- 
ing a lethal dose, although the autopsy 
and laboratory report may show the 
amount taken sufficient to kill several 
people. As a result of this situation, it 
has become necessary to add another ex- 
clusion in such contracts so as to exempt 
the companies from liability where death 
is caused directly or indirectly from poi- 
barbiturates, whether taken in- 
tentionally or otherwise. 


sons or 


Regardless of the exempting clauses, 
most of the reputable companies will 
waive the clause and make payment when 
convinced the death of the 
purely from accidental means. 


insured was 


There are sO many cunning ways in 
which one can commit suicide and make 
it appear accidental that the insurer can- 
not be blamed for adopting such legiti- 
mate safeguards as are available. Ex- 


cessive losses from such sources lead to 
the payment of higher premiums by other 
policy holders who are content to let the 
Great Redeemer decide 
should be called. 


when the roll 
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CAN AN EXPERT WITNESS BE COMPELLED ‘TO 
GIVE HIS PROFESSIONAL OPINION WITHOUT 
COMPENSATION OTHER THAN THE 
ORDINARY WITNESS FEE? 

I wonder how one of you would feel 
should you be compelled to attend court 
as a witness and give your opinion as an 
expert witness and then be informed that 
for your day’s work you would receive 
the munificent sum of One Dollar plus 
an allowance of Five Cents per mile each 
from your office or home to the court 
house. It could happen! 

It could not happen in 
Louisiana because the 
by statute as follows: 

“Witness called to testify in court only to an 
opinion 


the State of 
matter is covered 


founded on a special study or experi- 


ence in any branch of science, or to make 
professional examinations, and to 
state the results thereof, shall receive addition- 
al compensation, to be fixed by the court, with 
value of the time employed 


and the degree of learning or skill required.” ! 


scientific or 


reference to the 


In several cases, fees of $25 per day 
have been allowed expert witnesses by 
Louisiana trial courts, the fees being 


charged as a part of the costs of court 
and paid by the losing party. 

The Louisiana Code also protects physi- 
cians living more than ten miles from the 
seat of justice by providing that they 
shall not be compelled to attend court as 
witnesses in civil cases “whenever in their 
opinion the life of any of their patients 
might be endangered by their attendance 
upon the court’’.- Instead their deposi- 
tions may be taken. 

The provision for additional compensa- 
tion was enacted in 1884. I suspect that 
Louisiana has had a very active and pro- 
gressive State Medical Association. 

Speaking generally, no one can be com- 
pelled to render services for another with- 
out compensation. A _ possible exception 
exists in some states where the trial court 
may and does appoint an attorney to 
represent an accused in a criminal case 
when the defendant is unable to employ 
counsel. 

In the year 1877, a criminal case was 
being tried in Fort Wayne, Indiana. The 
accused was being tried for rape. He 
called as a witness one, Dr. A. A. Buch- 
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man. During the course of the examina- 
tion the doctor was asked a question that 
called for an expression of his profes- 
sional opinion. He thereupon stated: 

“The answer that I would have to give would 
depend upon my professional knowledge of the 
subject, and I 
professional 
sated.” 

The Court: 


“To whom do you look for your pay?” 


respectfully refuse to give my 


opinion without being compen- 


Answer: 

“T expect the party calling me shall compen- 
sate me or that the court shall provide some 
means of compensation.” 

The court looked at the accused and his 
attorney, but their pocketbooks were 
closed and the silence was appalling. After 
due deliberation, the court ruled the wit- 
ness would be required to answer the 
question without compensation other than 
the ordinary witness fee. The witness 
persisted in his refusal to answer, where- 
upon he was ordered to jail for contempt. 

The record fails to show whether the 
good doctor was Irish but indicates that 
he was a scrapper. He appealed the case 
all the way to the Supreme Court of In- 
diana from which court he emerged tri- 
umphant. 

In reversing the trial court and order- 
ing the witness released and discharged 
from further prosecution, the Supreme 
Court said: 

“If physicians or surgeons can be compelled 
to render professional services, by giving their 
opinions on the trial of criminal causes, with- 
out compensation, then an eminent physician or 
surgeon may be compelled to go to any part of 
the State, at any and all times, to render 
such service, without other compensation than 
such as he may recover, as ordinary witness 

from the defendant in the prosecution, 
depending upon his conviction and ability to 
pay. This, under the general principles of law 
and the constitution of the State, he can not 
be compelled to do. If he knows facts perti- 
nent to the case to be tried, he must attend 
and testify as any other witness. In respect 
to facts within his knowledge, his qualifications 
as a physician or surgeon are entirely unim- 
portant. In respect to facts, as before stated, 
he stands upon an equality with all other wit- 
nesses, and the law, as well as his duty to the 
public, requires him to attend and testify for 
such fees as the legislature has provided. Not 


fees, 
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so, however, in respect to his professional 

opinions. In giving them, he is performing a 

“particular” service, which can not be de- 

manded of him without compensation.” 

Section 21 of the Bill of Rights of the 
Indiana Constitution provides that “no 
man’s particular services shall be demand- 
ed without just compensation”. The Su- 
preme Court relied on that provision in 
ruling for the witness. 

In a companion case involving the same 
situation and decided in the same year, 
one, Dr. Dills made the following speech 
to the court: 

“I did not offer my services here, any more 
than I do my professional services elsewhere. 

I was sent for and have come. My time and 

my skill are my capital, and I can not sur- 

render them gratuitously to any but the poor, 

since it is by my professional opinion that I 

earn my living. There is a distinction between 

a man who sees a fact and is called to prove 

it in a court of justice, and that of a man who 

is selected to give his opinion on a matter with 
which he is peculiarly conversant, from the 
nature of his employment in life. The former 
is bound, as a matter of public duty, to speak 
to a fact which happens to have fallen within 
his knowledge. Without such testimony, the 
course of justice would be stopped. The latter 
is under no such obligation. For the above- 
named reasons, I respectfully decline to give 
the opinion of an expert in the case now pend- 
ing, except upon the payment of my fee in 

advance.” 4 

I would say the witness was well- 
briefed by his attorney. He also was com- 
mitted for contempt but was released by 
the Supreme Court. 

So far as I have been able to ascertain, 
those decisions stand as the law of Indiana 
today. 

Turning a bit to the Northeast, we find 
a similar holding in a Pennsylvania court 
where the litigation was between private 
individuals in a civil case. A certain in- 
stitution owned some land that the City 
of Philadelphia sought to condemn. The 
owner of the land employed some realtors 
to appraise the land. Their appraisal be- 
ing about the same as that of the City, 
the institution neither paid them for their 
services nor called them to testify. The 
City subpoenaed the witnesses, placed 
them on the stand and sought to force them 


to testify as to their appraisals. Among 
other things, they refused to testify as 
experts because their fees had not been 
paid. In upholding them the Pennsylvania 
Supreme Court said: 

“The process of the courts may always be 
invoked to require witnesses to appear and 
testify to any facts within their knowledge; 
but no private litigant has a right to ask them 
to go beyond that. The state or the United 
States may call upon her citizens to testify as 
experts in matters affecting the common weal, 
but that is because of the duty which the 
citizen owes to his government, and is an ex- 
ercise of its sovereign power. So also where 
the state or the United States, in her sovereign 
capacity, charges the citizen with crime, she 
may, if need be, lend her power in that regard 
to the accused; for she is vitally interested, 
as such sovereign, that public justice shall be 
vindicated within her borders. Perhaps, also, 
under like circumstances, she may also lend het 
power in civil cases. But the private litigant 
has no more right to compel a citizen to give 
up the product of his brain than he has to 
compel the giving up of material things. In 
each case it is a matter of bargain, which, as 
ever, it takes two to make, and to make un 
constrained.” 5 
It will be noted the decision protects 

expert witnesses in litigation of a civil 
nature between private parties and that 
the rule would not apply in criminal cases 
or in civil cases involving the State or the 
Federal Government. 

So far the experts have batted 1,000 
percent. Perhaps in listening to the pro- 
nouncements of these courts, you gentle- 
men have been exclaiming to yourself, 
“A Daniel come to judgment’. Now let 
us turn to the other side of the picture. 
Decisions to the contrary have been ren- 
dered in Alabama,® Arkansas,’ California,’ 
Colorado,® Georgia,'® TIllinois,'! Minne- 
sota,'* Missouri,'* and Ohio." 

Perhaps the same rule prevails in sev- 
eral other jurisdictions. Most of the cases 
involved criminal proceedings but some of 
them involved civil suits between private 
litigants. 

With the exception of Louisiana and 
Indiana, it is now fairly well settled that 
in criminal cases if a physician is called 
as a witness and during the course of his 
examination is asked the question that 


a 
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calls for his professional opinion, he may 
not refuse to answer on the ground that 
he has not received a fee as an expert 
witness. In Louisiana he could be com- 
pelled to testify as the court is authorized 
to allow an extra fee even though no prior 
arrangement or agreement has been made. 
In the other jurisdictions, if he refuses 
to testify he may be punished for con- 
tempt of court either by fine or jail 
sentence or both, but usually a jail sen- 
tence of short duration is imposed. 

The decisions are in accord that a court 
cannot force a physician to examine a 
patient or a dead body or to perform an 
operation or an autopsy for the purpose of 
preparing himself as a witness, without 
extra compensation, but it can make him 
testify as to facts known by him and also 
to express his professional opinion when 
called upon to do so, except in Louisiana 
and Indiana. 

In an Illinois case the City of Spring- 
field was sued for damages by a woman 
who sustained injuries because of a defec- 
tive sidewalk. The City sued a physician 
who had not treated the plaintiff. A hy- 
pothetical question was propounded that 
called for the expression of an opinion as 
to whether or not the alleged injuries 
were the probable result of a fall. The 
trial occurred in 1897. The must 
have been a friend of Dr. Buchman of 
Indiana or perhaps he had read the deci- 
sion of the Indiana Supreme Court. At 
any rate, he proceeded to make a nice 
speech to the court about his rights and 
stated he would not give his opinion un- 
less he should be paid a fee of $10. Upon 
his persistent refusal to answering the 
question he was held in contempt of court 
and fined $25. Upon appeal the judgment 
of conviction was affirmed by the Su- 
preme Court of Illinois. It was held that 
the legislature fixed witness fees at $1 
per day for each day’s attendance and 5¢ 
per mile each way for necessary travel, 
and it being the duty of a good citizen to 
aid the court in administering justice, the 
good doctor was wrong in his refusal and 
would have to suffer the 


doctor 


consequences. 
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It was stated that the statutes are applic- 
able to the high and the low and that no 
distinction should be made between ex- 
perts and others; that the time lost in 
attending court means as much to the 
commonest laborer as that of the most 
skillful and highly-educated and trained 
expert. In the course of its opinion, the 
court made the following interesting ob- 
servation: 

“If the precedent is once established that ex- 
pert witnesses must be paid a reasonable com- 
pensation for their testimony, then it will not 
be long before such testimony will be offered 
to the highest bidder. The temptation will be 
to give opinions in favor of that party to the 
suit who will pay the highest price. The testi- 
mony of expert will thus become 
partisan and one-sided. The theory upon which 
such witnesses are required to testify in cases 
like this is that they amici curiae, and 
that, testifying under the sanction of an oath, 
they do so, not with intent to take the part of 
either contestant in the suit but with a view 
to arriving at the truth of the matter, and for 
the purpose of 


witnesses 


are 


aiding the court to pronounce 

a correct judgment.” 15 

Finally, the most 
subject was decided by the California 
Supreme Court in 1951 wherein it was 
held that a physician who has acquired 
knowledge of a patient or of special facts 
in connection with a patient may be 
called upon to testify with relation there- 
to without payment of more than the 
ordinary witness fee although the testi- 
mony is based on knowledge and opinions 
that are the result of his special learning.* 


recent case on the 


Notwithstandnig the law on the subject, 
I feel certain you gentlemen will not be 
called upon in many cases to testify as 
expert witnesses without adequate com- 
pensation. The legal profession is fully 
conscious of your years of preparation and 
of the vast sums expended for your edu- 
cation and training and that you are en- 
titled to just compensation for your ser- 
vices. I can see some logic for the posi- 
tion of the courts in the administration of 
justice in the prosecution of criminals 
and also situations where the State or 


* City and County of San Francisco v. Superior 
Court, ete. 231 Pacific 2d 26, 25 A.L.R. (2d) 
1418, decided in 1951. 
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Federal Government is involved in a civil 
proceedings. It does seem to me, however, 
that to require the service of experts in 
civil litigation between private individuals 
is unjust and should not be tolerated. 

If, perchance, the privilege is too much 
abused as to any of you in your jurisdic- 
tions, | am sure that a cordial invitation 
would be extended you to come to Indiana 
or Louisiana where you can enjoy the 
blessings, shelter and the protection of 
their Constitution and Statutes. 

In closing, gentlemen, may I sound a 
note of warning concerning something in 
which all of us should be_ interested. 
Something which is of vital interest to 
your profession and the business in which 
I am presently engaged. Something that 
should be of interest to every citizen 
throughout the nation who still entertains 
what may be called the old-fashioned be- 
lief in private enterprise—the doctrine on 
which this country was founded and under 
which it has grown to be the richest and 
most powerful nation in the world. 





Of course, I refer to creeping socialism 
in our government and the efforts of poli- 
ticians, be they Republicans, Democrats, 
socialists, mugwumps, to put the Govern- 
ment in every phase of business and dis- 
place private enterprise. 

It is an insidious growth, inch by inch, 
step by step, nurtured by honeycombed 
appeals to labor, to the aged, the indigent, 
the indolent and the gullible that is 
spreading like creeping cancer and strik- 
ing at our very vitals. Unfortunately, 
there are smart men, great men and men 
of tremendous influence who for one rea- 
son or another feel that more and more 
we should turn to and depend upon the 
Government at Washington to solve prob- 
lems that are and should be the business 
of the states and of the local communities 
in which we live. 

Socialized insurance today can lead to 
socialized medicine tomorrow and vice ver- 
sa. Nationalization of our great railroads, 
public utilities, air lines and steamship 
companies, industries, agriculture and la- 
bor itself are also potential victims. Once 


the dam is cracked, it’s difficult to stem 
the torrent. Eventually the Government 
would have a hand in every business o 
every nature, The schemes sound plausible 
and reasonable in the beginning. It is pro- 
posed, in effect, that the states or privat« 
industry perform certain services for the 
people but with the aid of the Federal! 
Government. Naturally, such aid calls for 
certain restrictions on the part of th 
Federal Government so that the state or 
private industry rendering the services is 
not a free agent. This is but the first step 
in the direction of the Government eventu- 
ally assuming full control of such opera- 
tions. From an economical standpoint, the 
same services can be rendered by the state 
or private industry with much less cost to 
the taxpayer. 

I am sure we all feel that in the light 
of this progressive world we can no longer 
prescribe to a strict doctrine laissez faire 
but have to think where the Federal Gov- 
ernment should lend a helping hand. Dve 
restraint should be exercised lest the 
helper become the sole performer. 

The time has come when those who 
want to preserve the form of government 
that has made us the freest people and the 
richest nation in the world must stand up 
and be counted and make our voices 
heard. Let our representatives in Wash- 
ington know how we feel and persuade 
others to do likewise. Eternal vigilance, 
alertness and effort are the watchwords 
of freedom and liberty. 
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A NEW DIAGNOSTIC AND SURGICAL 
PROBLEM, INFLAMMATORY FIBROID 
POLYPS OF THE STOMACH * 
ANDREW RANIER, M. D. + 
LAKE CHARLES 

Solitary polyps of the pyloric antrum 
are a diagnostic, therapeutic, and prog- 
nostic problem to clinicians, roentgenolo- 
gists, gastroscopists, and _ pathologists. 
They may be classified according to their 
histology (Table 1): 

TABLE 1 
SOLITARY POLYPS OF THE STOMACH 


A. Adenomatous 
1. Benign 
2. Malignant 

B. Nonadenomatous 
1. Neoplastic 
2. Inflammatory 
3. Miscellaneous 


In 1952 Dr. Elson B. Helwig and this 
author ®*.° reported 10 new cases of a dis- 
tinctive nonadenomatous polyp that in the 
past had masqueraded under such diverse 
terms as eosinophilic granuloma of the 
stomach,' gastric submucosal granuloma 
with eosinophilic infiltration,'' neurofib- 
roma, atypical schwannoma,” hemangio- 
endothelioma,'! hemangiopericytoma,'*: ™* 
polypoid fibroma *.* and fibrinous polyp.!° 
Despite the variation in terminology, the 
basic gross and microscopic features were 
so strikingly similar that after special 
study the sole designation, “inflammatory 
fibroid polyp’ was considered by the au- 
thors as most descriptive until a name 
could be established on the basis of the 
exact etiology. 

The clinical and pathological features 
of this polyp are reviewed and an addi- 
tional case is reported as an example of 
the correct approach to the problem. 

* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 3, 1955. 

+ From the Department of Pathology, St. Pat- 

rick’s Hospital, Lake Charles, La. 


CLINICAL FEATURES 

In the 10 cases studied by Helwig and 
Ranier,®.° the age of the patient varied 
from 22 to 90 years with the majority 
being over 47 years. Epigastric pain un- 
related to food intake was the most com- 
mon symptom and was described as 
“gnawing”, “aching” or “cramp-like’. 
Nausea and vomiting occasionally accom- 
panied intermittent colicky type of pain 
that suggested a ball-valve action of the 
polyp. Free hydrochloric acid was either 
absent or low in those cases in which 
gastric analysis was performed. In two 
of the cases pernicious anemia was diag- 
nosed while in one case the anemia was 
unexplained. Eight of the 10 cases ex- 
amined roentgenologically had a gastric 
lesion. In 6 cases it was interpreted as a 
polyp and in 2 as a possible carcinoma. 
Seven of the polyps were removed sur- 
gically; 4 by subtotal gastrectomy and 3 
by local excision. 

PATHOLOGY 

In the 9 cases in which the site of the 
polyp was mentioned, the pyloric antrum 
was specified. In each of the cases the 
polyp was single. Although most of the 
polyps were sessile, a few were peduncu- 
lated and their diameter ranged from 1 to 
2.5 ems. except for one polyp with a diam- 
eter of 5 cms. The submucosa was the 
principal site of origin of the lesions. 
Folds of mucosa radiated from the base of 
some of the polyps. Mucosa from the con- 
tiguous gastric wall covered the polyps 
except in the 7 cases in which an erosive 
type of ulceration was present at the 
apex. At operation the polyps were soft 
to rubbery and on their cut surfaces were 


pink-white and glistening. { 


Microscopically, all of the polyps were 
characterized by the presence of fibro- 
blastic, reticular and fibrillar connective 
tissue, blood vessels of varying size and 
mural thickness and infiltrations of in- 
flammatory cells in various proportions 
with a predominance of eosinophilic leuco- 
cytes. The description conforms with that 
detailed by a number of authors for a gas- 
tric lesion that they have given a variety 
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of names, such as listed in the introduc- 
tion. 
PATHOGENESIS 

The variety of names originally given 
to this polyp and the resulting confusion 
in the literature stem from the various 
interpretations of the pathogenesis of this 
lesion. The neurogenous, vascular, aller- 
gic, and neoplastic theories are untenable 
in view of a comprehensive detailed study 
of the histologic features with the aid of 
special stains.®.*® Although an infectious 
agent is suspected on the basis of the 
natural history and pathologic changes, no 
specific agent has been identified to date. 
The gross resemblance of the polyp to 
granuloma pyogenicum of the skin‘ sug- 
gests that this lesion may represent the 
glandular counterpart of the same process. 
Although it is recognized that the adeno- 
matous polyp is associated with pernicious 
anemia no mention of the association of 
inflammatory fibroid polyp with perni- 
cious anemia is made in the literature.* 
The inflammatory fibroid polyp must be 
differentiated from the adenomatous polyp 
that has a premalignant connotation and 
dictates a different surgical approach. 

There is no doubt that the polyp once 
established is enlarged due to peristalsis. 
The peculiar arrangement of the reticular 
and connective tissue in some of the 
polyps can be explained by a proliferative 
reaction on the part of specialized con- 
nective tissue in the submucosa that per- 
mits peristalsis. 

CASE REPORT 

(Case of Drs. Ben Goldsmith and J. R. 
Romero, Lake Charles, La.) A 56 year old white 
farmer was admitted to St. Patrick’s Hospital 
on September 20, 1954, with the chief complaint 
of “dull aching” epigastric pain of three years’ 
duration sometimes radiating over the entire 
abdomen but unrelated to food intake. The 
pain became more constant and severe during 
the six weeks prior to admission. 

Past History: No pertinent information was 
obtained. 


Physical Examination: No abnormalities were 
noted. 

Laboratory and X-ray Findings: Hematocrit: 
46%; Hemoglobin 15.1 gms./100 ml.; Leuco- 
cyte count 6,000/cu.mm.; Differential: Neutro- 
philes 60%; Lymphocytes 38%; Eosinophiles 
2%. Urinalysis negative. Kahn negative. 


Gastric Study: The stomach was high trans- 
verse type with slight cascading. Peristalsis was 
normal with waves beginning in the middle third 
of the stomach and extending through to the 
pylorus. A polypoid type of radiolucency was 
present in the antral region measuring about 
1.5 by 1 em. (Fig. 1). The polyp appeared 
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Figure 1. Roentgenogram showing polyp of 
pyloric antrum. 


broad-based and was only slightly moveable. 
No other abnormalities were detected. Pyloro- 
spasm was not present. The remainder of the 
mucosal folds in the same region were normal. 
(Dr. Lesley Warshaw). 

Hospital Course: Following a conference with 
the radiologist and pathologist, the surgeon de- 
cided that the best course of action was to open 
the stomach and remove the polyp with a cuff 
of normal mucosa at the base and examine the 
polyp by frozen sections. A clamp was placed 
across normal mucosa at the base and the ses- 
sile polyp was removed from its site, 3 cms. 
from the pylorus on the posterior wall of the 
antral portion of the stomach. Frozen sections 
were reported as inflammatory fibroid polyp. 
The mucosa at the site of excision was sutured 
and the stomach was closed. 

Grossly, the sessile polyp possessed a dark 
red smooth and velvety surface that suggested 
erosion. The rounded summit was partially 
covered by a grey-white (Fig. 2) membrane. 
The polyp measured 0.9 cms. in diameter and 
projected 1.4 ems. above the normal mucosa. 
The cut surfaces were pink-white, glistening and 
moderately firm in the center with increasing 
softness toward the periphery. 

Microscopically, the mucosa at the lateral 
margins became gradually attenuated until it 
was replaced by granulation tissue partially 
covered by a fibrinopurulent exudate. (Fig.3) 
The muscularis mucosae became gradually split 
and frayed from the lateral margins to the 
center. The core of the polyp was composed of 
small capillaries surrounded by fibrillar connec- 
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Figure 2. Solitary sessile polyp with eroded 
apex covered with membrane. 
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Figure 3. Hemisection of sessile polyp in Fig. 


2. Note erosion of surface and granulation tis- 
sue reaction. H. and E., X5. 

arranged in concentric rings and 
parallel (Fig.4) bundles. A myriad of eosino- 
philic leucocytes and fewer lymphocytes _infil- 
trated the connective tissue core that took the 
stain for collagen with Masson’s stain. An oc- 
casional gland was isolated from the surface 
mucosa by the proliferative process. 


tive tissue 


The postoperative course was uneventful and 
the patient was discharged on October 2, 1954. 
On his last visit, April 25, 1955, seven months 
since the operation, there was no recurrence of 
pain. 

DISCUSSION 

Examination of frozen sections estab- 
lished the inflammatory nature of the 
polyp and eliminated the necessity of per- 
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Figure 4. Concentric arrangement of fibrillar 
connective tissue about blood vessel (lower left); 
parallel fibers elsewhere. Note the myriad of 
eosinophilic leucocytes. H. and E. X75. 


forming the much more serious operation 
of subtotal gastrectomy. 

It is evident from the above histologic 
description that the term, inflammatory 
fibroid polyp, best describes a_ benign 
growth arising from mucous membrane 
(polyp), possessing a fibrous character 
and resembling a fibroma (fibroid), and 
lastly bearing a pronounced inflammatory 
nature. 

SUMMARY 

The clinicopathologic features of inflam- 
matory fibroid polyps of the stomach as 
described by Helwig and Ranier are re- 
viewed. 

An additional case is reported as an 
example of the proper management of 
solitary polyps of the stomach. 
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DISCUSSION 

Dr. Lesley M. Warshaw (Lake Charles): Ra- 
diological and surgical explorations are primary 
in establishing the presence of the inflammatory 
fibroid gastric polyp; however, frozen section 
examination of the specimen must be performed 
to eliminate the more common adenomatous and 
malignant polyps. Gastroscopy, when available, 
would be of value. Accurate diagnosis is the 
result of combined efforts. 

From the radiologists viewpoint careful de- 
tailed examination of the stomach is necessary, 
utilizing both routine and specialized techniques. 
Fluoroscopic, spot films, and radiographic visu- 
alization of the stomach are absolutely essential. 
The use of the protected palpating hand to “iron 
out” and carefully examine the mucosal folds 
is imperative in every case. In practically every 
patient the antrum of the stomach can be pal- 
pated Mucosal studies utilizing thick barium or 
one of the special preparations such as Rugar, 
in a fasting patient, will demonstrate polypoid 
radiolucencies of surprisingly small size. 

Further observation during the examination 
should be made with the stomach partially and 
then fully filled with barium. The antrum can 
be filled with gas to obtain a contrast appear- 
ance similar to techniques used in barium con- 
trast studies of the colon. Usually, this is easily 
performed by placing the patient in the left 
posterior oblique position so that the gas previ- 
ously trapped in the fundus changes place 
through gravitation with barium and collects 
in the antrum and duodenal cap. This outlines 
the mucosal folds and contours nicely. Effer- 
vescent powders or carbonated beverages are of 
some help when properly used. 

One word of warning—A gas bubble can sim- 
ulate a polyp—however, by adequate examina- 
tion as above described the differentiation is 
simple. 

Once the organic lesion is visualized an at- 
tempt must be made by the radiologist to de- 
termine not only its location and size but, of 
much more importance, whether or not there 
are any signs of involvement of the stomach 
wall itself. This is the salient point in the gross 
differential diagnosis between benign and malig- 
nant pelypoid diseases. To establish this the 
radiologist must carefully note the nature of 
the peristaltic waves, gastric wall flexibility and 
mobility in the area of the base of the polypoid 
lesion. It is also of some importance to attempt 
to determine whether the base is broad or 
pedunculated and this can be done by watching 
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its movements in relation to the point of attach- 
ment. Pedunculated polyps are more likely to 
be benign but if malignant should certainly offer 
a better prognosis than the broad-based sessile 
types. 

As brought out by Dr. Ranier, this lesion has 
been confined to the antrum of the stomach in 
all reported cases to date. Needless to state, 
any polypoid lesion arising in the antrum and 
apparently not causing stiffening or infiltration 
of the gastric wall should awaken interest as 
a possible inflammatory fibroid polyp. Such 
combined recognition can save the patient a 
gastric resection. 
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THE SURGICAL MANAGEMENT OF 
TIETZE’S SYNDROME 
JAMES T. NIX, M.D., Ph.D. (Surg.) 
MATTHEW A. ALBERT, M.D. 
NEW ORLEANS 

Tietze’s *.+." syndrome is characterized 
by a painful, nonsuppurative enlargement 
of a costal cartilage. The condition is be- 
nign in character and of undetermined 
etiology. Many methods of treatment have 
been reported: deep x-ray therapy, nitro- 
gen mustard® local infiltration with pro- 
caine,’ corrective postural exercises and 
bed boards,? and surgical removal of the 
involved cartilage.! 

This report encompasses 4 cases of 
Tietze’s syndrome treated by resection of 
the offending costal cartilage. 

CASE REPORTS 

Case No. 1.—V. A., a twenty-three year old 
white female, was first seen May 29, 1950. She 
complained of a painful swelling on her right 
chest wall. Physical examination revealed a local- 
ized tender enlargement of the second right costa! 
cartilage at the chondrosternal junction. X-rays 
of this area were negative. Excision of the in- 
volved cartilage was performed under pentothal 
anesthesia and the specimen was reported as 
chondroma. The patient made an uneventful re- 
covery and has had no further discomfort. 





Case No. 2.—A. F., a thirty-four year old white 
female, was seen March 4, 1952, and found to 
have a tender mass in the right fourth costo- 
chondral area of unknown duration. In addition 
she had a well defined mass in the upper outer 
quadrant of the left breast. At the time of ex- 
cision of the breast mass (proven benign), the 
involved cartilage was resected. The specimen 
was reported as normal cartilage. The patient 
has reported for regular check-ups and has re- 
mained free from symptoms referable to the 
chest wall. 





Case No. 3.—E. C., a thirty-four old white 
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female, presented herself for treatment, July 9, 
1953, with a painful mass in the left third costo- 
chondral area of one year’s duration. The entire 
left third costal cartilage was resected and the 
specimen was reported as chondroma. The pa- 
tient’s postoperative course was uneventful and 
there has been no recurrence of symptoms. 

Case No. 4.—P. S., a forty-one year old white 
female was December 29, 1954, because of 
vaginal spetting and a tender mass at the second 
left costocHondral junction. A subtotal hysterec- 
tomy had been done elsewhere in 1950. She was 
admitted to the hospital where the cervical stump 
was removed and the second left costal cartilage 
resected. The specimen was reported as cartilage 
with proliferation under the perichondrium. Re- 
covery was uneventful with relief of chest pain. 


seen 


COMMENT 

In all 4 of our patients, x-rays were 
negative, there was no history of trauma, 
and symptomatic relief followed surgical 
excision of the offending cartilage. In 
each patient, the prominent symptom was 
pain of long duration aggravated by local 
pressure and not relieved by rest. Com- 
mon to all 4 cases was the presence of: a 
visible palpable mass. In each of our 4 
-ases the entire costal cartilage, including 
the chondrosternal articulation, was ex- 
cised. The recent occurrence of a chondro- 
sarcoma of the costal cartilage in one of 
our patients (not included in this report) 
impressed upon us the importance of sur- 
gical excision to exclude a malignant 
lesion. 

We therefore believe that the surgical 
approach to Tietze’s syndrome is_ the 
treatment of choice because of the positive 
identification of the mass, the simplicity 
of surgical excision, and postoperative 
symptomatic relief. 

SUMMARY 

Four patients with Tietze’s syndrome 
have been presented. Each patient was 
treated by resection of the entire costal 
cartilage including the chondrosternal ar- 
ticulation. An apparent cure was obtained 
in each instance. 
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“XANTHOMAS” OF TENDON 


SHEATHS * 
WALDO H. HANNS, M. D. + 
MARY S. SHERMAN, M.D. { 
NEW ORLEANS 

Three concepts for the pathogenesis of 
xanthomatous lesions of tendon sheaths 
have been reported. From an analysis of 
274 lesions reported in the literature and 
70 cases of their own Galloway and asso- 
ciates ' concluded that the lesion repre- 
sents essentially xanthomatosis arising in 
the presence of an altered cholesterol-cho- 
lesterol ester ratio and repeated minor 
trauma. From a study of a detailed de- 
scription of 55 cases of tendon sheath 
lesions and several related lesions of syno- 
vial membranes of joints and _ bursae, 
Jaffe and coworkers? concluded that all 
these lesions are essentially variations of 
the same process, the result of an inflam- 
matory response of unknown etiology, and 
classified them as pigmented villonodular 
synovitis, bursitis, and tenosynovitis. They 
believed the basic pathologic process to be 
one of phagocytosis and fibrosis, both of 
which are characteristic of chronic in- 
flammation. From an investigation of 85 
cases Wright* concluded that xanthomas 
of tendon sheaths and synovial membranes 
are true synovial cell neoplasms and pro- 
posed that these lesions be called benign 
synoviomas. 

All these authors agree that the poly- 
hedral stromal cell is the essential cell of 
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the lesion and that its phagocytic nature 
is responsible for the variable appearance 
of the tumor through the formation of 
foam cells, hemosiderin filled cells and 
giant cells. Wright* pointed out that 
phagocytosis is a basic function of a syno- 
vial cell together with its secretory ability 
for articular lubrication. Both of these 
qualities seem to be retained in the neo- 
plastic cell and an important characteris- 
tic of these tumors is the presence of 
synovial lined clefts. 

The histologic appearances of five le- 
sions of tendon sheaths and one lesion of 
a joint will be described and compared 
with the descriptions of such lesions in 
the literature. 


REPORT OF CASES 

Case No. 1.—A white woman, aged 36 years, 
had a small, gradually enlarging mass near the 
proximal interphalangeal joint of the right ring 
finger. This had been noted for only ten days. 
The tumor was locally excised from the sheath 
of the flexor tendons. It was less than 1 centi- 
meter in diameter, oval shaped and of reddish 
color. The cut surface was white with red flecks. 
Microscopically, the lesion consisted of loose, 
derse nests of polyhedral and spindle cells resem- 
bling synovial membrane at the edges of the 
tumor which were not covered by a thin fi- 
brous capsule. Many variable sized clefts were 
formed within the mass and were lined by simi- 
lar synovial appearing cells. Mitoses were com- 
mon. The tumor lacked pigment, foam cells and 
giant cells. It was not fibrotic (Fig. 1). 

Case No, 2.—A Negro girl, 10 years of age, had 
a mass on the flexor surface of the right index 
finger for about six weeks. This was locally ex- 





Figure 1. Photomicrograph (X 100) of a 10 
days’ old tumor which shows masses of poly- 
hedral and spindle cells with clefts lined by syno- 
vial-like cells also noted at the edge of the section. 
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cised and found attached to the tendon sheath 
of the flexor tendons. It was yellow and about 1 
centimeter in diameter. Microscopically, the tis- 
sue consisted of closely packed spindle and poly- 
hedral cells resembling synovial cells at the edge 
of the section which was not covered by a thin 
fibrous capsule. Within the mass were many 
small and a few large clefts which were lined by 
similar synovial cells. Mitotic figures were com- 
mon and giant cells were also prevalent. Groups 
of hemosiderin containing cells were numerous 
about the edge of the mass. Foam cells and 
fibrosis were not observed (Fig. 2). 


Case No. 3.—A white man 63 years old had a 
mass on the volar surface of the left index fin- 
ger for at least four months. This was locally 
excised from its attachment to the flexor tendon 
sheath. The tissue was firm and yellow to 
orange colored with translucent areas. Micro- 
scopically, the tissue was composed of large 
nests of polyhedral and spindle cells which re- 
sembled synovial cells at the edge of the section. 
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Figure 2. Photomicrograph (X 100) of a six 
weeks’ old tumor showing masses of polyhedral 
cells and two large clefts with synovial-like lin- 
ing. Giant cells and pigment are also noted. 


These nests were separated by large masses or 
narrow bands of typical foam cells. Many clefts 
were found which were lined by similar synovial 
cells. Mitotic figures were not found. Giant 
cells were common and pigment filled cells were 
in seattered groups. No fibrosis was noted 
(Fig. 3). 


Case No. 4.—A white woman, aged 55 years, 
had a mass about the flexor surface of the proxi- 
mal phalanx of the right thumb for more than 
four months. It had increased in size, notably 
in the previous three weeks. The mass was 
locally excised from its attachment to the flexor 
tendon sheath. It was about 1.5 em. in diameter 
and was pink to grey in color with many small 
yellow spots on the cut surface. Microscopically, 
the tissue consisted of large and small masses of 
closely packed polyhedral cells separated by 
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Figure 3. Photomicrograph (X 100) of a four 
months’ old lesion showing masses of polyhedral 
cells separated by large nests of foam cells. A 
cleft is seen in the lower part of the section. 
Giant cells and pigment were also found in this 
tumor. 





thick strands of collagenous tissue. Many of 
these nests of cells contained foam cells and 
pigment filled cell groups. Giant cells were 
numerous as well in these nests and appeared to 
be in clefts formed between the polyhedral cells. 
No mitoses were found (Fig. 4). 
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Figure 4. Photomicrograph (X 100) of an old- 
er tumor showing polyhedral cells and consider- 
Giant cells are present in small 
clefts within the polyhedral cell masses. A large 
cleft is present in the right lower corner. 


able fibrosis. 


Case No. 5.—A white man, aged 68 years, had 
a mass at the base of the right index finger for 
at least four months. It was excised from the 
flexor tendon sheath. It measured 5 by 3 cm. 
and was irregularly lobulated, firm, grey-white 
in color with many yellow patches on the cut 
surface. Microscopically, the tissue consisted of 
nests of polyhedral cells separated by strands of 
collagenous tissue. These nests of polyhedral 
cells in many areas were typical foam cells and 
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some other areas were filled with pigment con- 
taining cells. Giant cells were common among 
these nests and giant cells frequently filled 
numerous small clefts lined by synovial like cells. 
No mitoses were noted (Fig. 5). 
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Figure 5. Photomicrograph (X 100) of a tumor 
with more pronounced fibrosis separating nests 
of polyhedral cells which are almost entirely 
foam cells. Many giant cells are also present in 
these spaces containing foam cells. 


Case No. 6.—A white woman, aged 35 years, 
had had pain in the left hip for about three 
months. Roentgenography revealed a bone erod- 
ing lesion outlined by sclerosis of bone on either 
side of the joint. Complete synovectomy with 
fusion of the left hip joint was done. The syno- 
vial membrane consisted of irregular masses of 
reddish-brown shaggy tissue, some of which ap- 
peared necrotic and others granular. There were 
several smooth circumscribed fragments up to 2 
by 1 em. which were golden yellow and firm. 
The tissue removed weighed 10 Gm. Microscopic- 
ally, the tissue was synovial membrane which was 
greatly thickened and thrown into innumerable 
villi. Each villus contained many large blood 
vessels. Between the vessels and especially in the 
nodular portions of the tissue were masses of 
polyhedral cells heavily laden with hemosiderin. 
Similar cells hemosiderin surrounded 
many of the vessels. Synovial clefts were pres- 
ent within these masses but were not prominent. 
Many of the polyhedral cells appeared to be 
forming foam cells. Giant cells were inconspicu- 
ous. Mitoses were not noted (Fig. 6 and 7). 


without 


DISCUSSION 

Examination of five xanthomatous le- 
sions from tendon sheaths and one lesion 
from a joint synovial membrane has led 
us to agree with the concept of Wright.* 
The stromal cell is a synovial cell in neo- 
plastic growth and retains its synovial 
characteristics. Portions of the growths 
not covered by fibrous capsule to compress 
the structure have the cellular arrange- 
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Figure 6. Photomicrograph (X 100) of a lesion 
from the synovial membrane of the hip joint 
showing pronounced thickening due to growth of 
polyhedral cells many of which are filled with 
pigment. The vascularity is prominent. 
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Figure 7. Photomicrograph (X 100) of a sec- 
tion from a deeper portion of the tumor shown 
in Figure 6 shows masses of polyhedral cells 
containing pigment and synovial-like clefts. The 
appearance is quite similar to that of the lesions 
shown in Figures 1 to 5. 





ment of synovial membrane. Wright * has 
shown that this portion of the mass is 
continuous with the adjacent synovial 
membrane in several of the tumors which 
he described. The central portions of the 
growth contain numerous small and large 
spaces clearly lined by synovial cells, and 
frequently giant cells are seen to project 
into these spaces. The giant cells are ap- 
parently formed from these lining synovial 
cells and as well from among the stromal 
cells of the tumor. 

Phagocytosis is pronounced in the syno- 
vial cells comprising this tumor. Foam 
cells and hemosiderin filled cells are pres- 


“Xanthomas” of Tendon Sheaths 


ent in all but the youngest of these tumors 
(Case No. 1). The older tumors become 
considerably fibrosed perhaps from direct 
transformation of the stromal cells into 
fibroblasts. The multipotential nature of 
the synovial cell has been repeatedly de- 
scribed.* 

Accumulation of lipid and pigment by 
these cells is generally considered to be a 
result of trauma and maturation of the 
tumor. Stewart® was one of the first to 
point out that accumulation of lipid by a 
cell which is essentially a histic_yte is not 
unusual. Fibrosis seems to be an aging 
process and is a reflection of the synovial 
cell characteristic to differentiate into 
other cell types. Fibrosis can thus be con- 
sidered as a healing response and the for- 
mation of foam cells as an index of the 
chronicity of the lesion. The first two 
tumors described are the youngest and 
they do not show either foam cells or 
fibrosis. 

Stewart’ also suggested that the term 
xanthoma is a misnomer for this lesion 
and listed numerous tumors which contain 
foam cells yet are not xanthomatous. 
Since the lesions of Case No. 1 and Case 
No. 2 do not show foam cells, it is diffi- 
cult to include this lesion among the 
essential xanthomatoses as advised by Gal- 
loway and _ associates.' 

The lesion described in Case No. 6 
shows the similarity of the process devel- 
oping in a large synovial membrane in the 
hip joint. The unhampered growth of the 
tissue into a joint space where it is sub- 
ject to greater trauma probably accounts 
for the more diffuse growth and greater 
accumulations of hemosiderin filled cells 
than in the more confined lesion of a small 
tendon sheath. 

The process, as seen in the cases herein 
reviewed, would seem to be true neoplasia 
of synovial cells and should be considered 
a benign synovioma. The benign nature 
of these lesions is generally accepted but 
recurrences are common unless they are 
completely excised. Stewart® reported a 


recurrence rate of 48 per cent in his 85 
cases. One of our patients (Case No. 3) 
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has a recurrent mass at the operative site. 
Metastases have not been reported but 
instances of malignant synovioma have 
been found in the sites where benign syno- 
viomas more commonly occur. Because 
malignant and benign lesions of this type 
are so similar, careful histologic study is 
mandatory. 
SUMMARY 

Five “xanthomas” of tendon sheaths and 
a similar lesion of a joint synovial mem- 
brane have been described. 

The lesion has the characteristics of true 
neoplasia. 

The characteristic feature is the poly- 
hedral cell stroma which differentiates 
into synovial lined spaces within the tu- 
mor. Variations in the appearance of the 
tumor are due to the developmental age 
of the lesion. 

The lesion should be considered as a 
benign synovioma but current popular 
usage prefers the term “‘xanthoma.” 
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SEXUAL IMPOTENCE * 
IRVING J. GLASSBERG, M. D. 
NEw ORLEANS 

As a practicing urologist, one is often 
drawn into conversation by friends, both 
professional, and nonprofessional on the 
subject of sexual impotence. The second 
group, usually in the vicinity of fifty years 
of age, or older, is very jocular about the 
matter, and broad hints are given to the 
effect that one is privy to some esoteric 
and mystic secrets which can produce an 
immediate and gratifying return to a 


* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, in 
New Orleans, May 3, 1955. 





youthful state upon request. Professional 
colleagues, on the other hand, casually in- 
quire as to what may be new in the treat- 
ment of the condition, and, before a reply 
is forthcoming, launch at once into an 
exposition of their own favorite theories 
and practices. All of which forces us to 
conclude that the annoying problem is 
still with us, as urgently as always. For, 
indeed, the patient suffering—and I use 
the word deliberately—from sexual impo- 
tence has presented a strenuous challenge 
to the physician since the dim days of 
antiquity. Medical history, for those of 
you who enjoy studying it, is replete with 
curious and bizarre attempts at cure since 
the distant past. One can well believe, 
then, that the modern. practitioner of the 
art of healing is performing a traditional 
gesture when he throws up his hands in 
frustration and perplexity while striving 
to cure the impotent male. Nevertheless, 
we have made some progress, and the 
problem has become more soluble as our 
knowledge and skill have advanced. Diver- 
gent views among doctors persist, how- 
ever. Some hold all such cases to be 
psychic in origin, while others insist that 
behind the psychic element lies an ever- 
present lesion. It is the purpose of this 
essay to present a view attempting sys- 
tematically to integrate these disparate 
ideas. The opinions have been formed 
from personal experience with cases in 
private practice. I shall not review, here, 
the extensive literature. 

Let us define impotence as that state 
in which the male, after puberty, is unable 
satisfactorily to perform intercourse. This 
is broad, inclusive, and without subtlety. 
It presents simply and accurately the 
patient’s complaint. 

A word of caution at the outset—be pre- 
pared to give these patients time, if you 
accept them for treatment. A five minute 
consultation does not suffice, and the ap- 
plication of a routine therapy for all pa- 
tients is pernicious and unsupportable. 
With these, of all patients, the cloth must 
be cut to fit the pattern. One should de- 
cide early just what is expected and 





458 


desired by the patient, and, after that, 
whether or not one feels capable of satis- 
fying the requirements. If the patient’s 
request seems obviously beyond one’s skill, 
as in the case of a seventy-year-old man 
who limped into my office assisted by a 
cane and held the receiver of his hearing- 
aid apparatus close to me for my shouted 
replies, it is best to practice discretion and 
modesty. In such a case, valor is insuffi- 
cient. We are still disciples of a limited 
art. 

At the first consultation, a patient and 
searching history must be obtained. One 
does not waste time with ribald jokes, as 
not only has the patient already heard 
them all, but also his tide of humor is at 
low ebb at the moment. Instead, one seeks 
to learn all that can be elicited, with great- 
est emphasis on two points—the cir- 
cumstances attending early failures, and 
whether or not an adequate erection has 
ever occurred day or night, expected or 
surprising, planned or unplanned, since on- 
set of the condition. 

The circumstances are of primary im- 
portance. One must know whether pain 
or other physical discomfort, fatigue, or 
anxiety were present. Business cares, lack 
of privacy, guilty conscience, distaste for 
partner, or simple waning of libido with 
passing years—any of these and their 
ramifications should be known. Often the 
patient has forgotten, or wilfully conceals, 
such important and necessary bits of in- 
formation in his history, and adroit ques- 
tioning can assist him in recalling or ad- 
mitting them. The patient should be told 
firmly that complete candor on his part 
is indispensable. Not infrequently, this 
admonition serves to favor disclosure of 
the pertinent data most desired. At the 
same time, the physician is able to esti- 
mate whether he is faced with a case of 
fixed impotence, or with a simple single 
and transitory failure. Such occasional 
failures can, of course, beset any man, be 
he lusty youth, deliberate middle-ager, or 
still vigorous oldster. Should such be the 
case, extensive treatment is unnecessary, 
and some good counsel is all that one need 
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provide. If the complaint is that of con- 
tinuous failure, further consideration is 
in order. 


In regard to the second major point, it 
must be reiterated time and again to the 
patient that a single perfect erection is 
incontrovertible evidence of the intrinsic 
competence of the mechanism of erection. 
Once comprehended by him, the battle, 
if not half-won, is at least well begun, for 
it is well known that man’s fear of bald- 
ness, or corpulence, or other marks of 
physical ageing, are as nothing compared 
to his fear of impotence. If he can be 
assured from the beginning of care that 
he is basically sound in body, the ground- 
work for cure is already solidly prepared. 

One may also take advantage of this 
phase of the consultation to relieve the 
patient of any misconceptions he may en- 
tertain regarding the possible causal role 
of coffee, tobacco, liquor, or other agent 
which he assumes, or has been told, is at 
fault in his case. 

In questioning the patient about his 
sexual practices and habits, names must 
be named and spades so designated. Do 
not assume, for instance, that the patient 
understands the physiological distortion 
and pernicious results arising from the 
practice of withdrawal. Inquire. You may 
be surprised. Learn also what misinfor- 
mation he may have about normal sex 
practice in general. We, here, are well- 
acquainted with the traditional confusing 
explanations and revelations that we re- 
ceived in the days of our boyhood and 
youth. The drug-store and vacant lots 
still have their gatherings of youngsters. 
To alter and rectify this incorrect infor- 
mation will require time, but it also will 
provide keys to the individual problem. 
Every patient should understand that sex- 
ual athletecism is in the province of sex- 
ual athletes, and that, just as all of us are 
not uniformly skilled to perform superi- 
orly in athletic games, so all of us are not 
equal in our sexual potentials. He must be 
helped to realize that each man should be 
a law unto himself, based upon his own 
endowments, and impressions gained from 
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hearsay about the performances of others 
are not applicable, nor to be emulated. 

With one notable and important ex- 
ception, the physical examination cannot 
be expected to yield information of much 
value. The exception is, of course, the 
prostate and its companion seminal ves- 
icles and contained posterior urethra. In- 
flammatory processes in this area can be 
the source of much physiological mischief 
on occasion, and the possibility should not 
be forgotten. One may find every degree 
of inflammation from mild to severe, in 
the prostate, or seminal vesicles, or about 
the veru montanum. Although it is easy 
to fall into the error of assuming that the 
demonstration of the inflammation has 
thereby disclosed the cause of the com- 
plaint, it is nevertheless equally unfortu- 
nate to disregard the possible contribu- 
tory role played by such change, and by 
such disregard, fail to give indicated treat- 
ment. 

When the physician is satisfied that the 
diagnosis is, indeed, that of a given type 
of impotence, the selection and design of 
the treatment is in order. In most cases, 
this results in the use of both physical and 
medicative elements, in conjunction with 
instruction concerning normal physiology 
and function. One should avoid, however, 
being too complex or erudite in explana- 
tion, as the patient’s technical comprehen- 
sion is necessarily limited. 

When prostatitis is found, massage of 
the gland is helpful. However, permit me 
to emphasize that unless improvement is 
prompt and dramatic, treatment should 
not exceed three or four visits. Prolonged 
massage has never cured an impotent pa- 
tient in my experience. A few treatments 
will relieve congestion, which is all that 
one can hope to do at this point. During 
the first few days, it is of value to pre- 
scribe a sulfa preparation as a prophylac- 
tic measure against an exacerbation of 
acute prostatitis. The antibiotic drugs 
have no special value here, and need not 
be used. It should be recalled that, quite 
often, no pus is obtained from the gland 
at first, or second massage, but does ap- 
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pear soon after. When this occurs, drain- 
age has been established, and from the 
standpoint of the impotence, further 
treatment of the gland is superfluous. 

In addition to prostatitis, some patients 
present congestive inflammation of the 
veru montanum, or hypertrophy or poly- 
posis of this structure. Endoscopy will 
demonstrate such conditions, but is not 
usually necessary. Instead, the passage of 
a medium-sized sound, perhaps 22 French, 
will serve to treat such a state, particular- 
ly if followed by the instillation of a mild 
silver nitrate solution into the posterior 
urethra by means of a Keyes instillator. 
Anyone who can pass a sound, can also 
pass the latter instrument. Unless, again, 
almost immediate improvement is noted, 
desist. Continuous treatment is not justi- 
fied. Be parsimonious here. It is best to 
discontinue all treatment as soon as the 
desired result is obtained, as there is no 
experience to justify prolonged treatment 
for maintenance value in the usual case. 
If recurrence of the condition follows ces- 
sation of treatment, occasional repetition 
may be tried. However, one may well 
wonder at this time whether the treat- 
ment, or the idea thereof, is the effective 
component. 

The androgenic hormone has failed to 
be of value in the cases under my care, 
and has been discarded. Having been con- 
sulted by patients with testicular dimen- 
sions from small to large, and with phy- 
sical characteristics from masculine to 
effeminate, it has become apparent that 
correlation is lacking. Trials of the medi- 
cation supported the suspicion, for the less 
virile types did no better than their more 
imposing brothers—who did not do well 
at all. 

Anesthetic ointments for local applica- 
tion to reduce sensitivity and retard reac- 
tion have also proved to be ineffective. 
It might seem that, for cases of premature 
ejaculation and transient erection, such 
ointments would logically be indicated. 
Their use has not confirmed the reasoning, 
and their failure has been splendid and 
complete. 
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This essayist has not employed any of 
the surgical procedures that have been de- 
vised for the treatment of impotence. Pli- 
cation of perineal musculature, reduction 
of speed of vascular drainage by inter- 
fering with dorsal vein, implantation of 
firm substances, such as _ cartilage—all 
these have been used. They might be of 
value in some cases, 

All of these patients are anxious, if not 
actually frightened. For relief of these 
unsettled emotional states, the mood-modi- 
fying drugs are of distinct value. Of these, 
those which relax, rather than stimulate, 
seem most helpful. Here again, however, 
medication should be brief—certainly no 
more than a week or ten days. Prolonged 
medication has not proved fruitful. 

While it is not the intent of this writer, 
nor the purpose of this paper, to invade 
the realm of the psychiatrist, it seems 
quite proper for us who practice in other 
fields to give elementary psychiatric assis- 
tance to our patients, within the limits of 
our ability. Banal and trite though it may 
be, it still must be said that we should 
treat the whole patient, not the isolated 
tract. Furthermore, many patients are not 
prepared to undertake formal psychiatric 
study and treatment, for reasons of purse 
or preference. Since the psychic factor 
bulks so large in these cases, it is well to 
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give the patients some elementary in- 
struction as to what constitutes an order- 
ly sexual life. This may be an uncongenia] 
task for the physician, but it is sorely 
needed by the patient. One will often be 
astonished if not exasperated, by the im- 
mature conception of normal sex practice 
in adult males. Warn the patient against 
trial performances. He should be advised 
not to attempt coitus unless the urge is 
strong and not to be put aside. He should 
know that there is no established fre- 
quency of copulation for all men, and that 
his own involuntary rhythmic physiologic 
impulses are his best guides. He should 
be relieved of the belief that systematic 
coitus is necessary to health, as is believed 
by so many. This false concept is kin to 
the homage paid regular use of laxatives. 

It is my feeling then, that, though no 
panacea is yet known for the triumphant 
cure of all cases of impotence, a reasoned 
approach to the problem can be made, 
and that methodical unravelling of the 
tangled elements can be performed by the 
average practitioner. Once that is done, 
gentle and intelligent use of the simple 
methods I have recounted will yield, I 
firmly believe, a satisfactory result in 
many cases. In none have I found pro- 
longed care either rewarding or justified 
in the final result. 
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PHYSICIANS’ SUPPORT FOR THE 
AMERICAN MEDICAL EDUCATION 
FOUNDATION 


Physicians’ support for the American 
Medical Education Foundation is as urg- 
ently needed today as when it was first 
proposed. In January 1951, the sugges- 
tion was made in these columns that the 
medical profession contribute to the sup- 
port of medical schools in order that their 
deficiencies might be met and that they 
might not fall into socialist domination 
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by way of government support with tax 
money. During that year the American 
Medical Association sponsored the Ameri- 
can Medical Education Foundation, to 
raise funds from the medical profession. 
Ameng a different group of public citi- 
zcns, the National Fund for Medical Edu- 
cation was organized to seek contributions 
from business, industry, and other seg- 
ments of our society. Through the efforts 
of their committees, the American Medi- 
cal Education Foundation and the Nation- 
al Fund for Medical Education have pro- 
vided almost seven million dollars in the 
form of unrestricted grants to the nation’s 
medical schools since 1951. Of this, the 
medical profession has provided slightly 
more than 50 per cent of the moneys dis- 
tributed to date. 

Impressive as this total is, much more 
is needed if we are to keep the medical 
schools operating in an atmosphere of 
freedom. The reasons for this situation 
are quite simple. Excessive taxation has 


reduced money available for endowment. 
Following this, 


a further reduction in 
medical school resources came with the 
declining purchasing power of the dollar. 
The latter resulted from the era of prof- 
ligate spending, deficit financing, and in- 
flation of the currency, which is now 
going on. With restriction of their re- 
sources, medical schools had great diffi- 
culty in holding adequate faculties, both 
full and part-time, because of low aca- 
demic salaries. Basic operating expenses 
doubled during the past ten years and 
are still on the increase. Student tuition 
provides only about one-fifth of the actual 
cost of educating a physician. Still fur- 
ther adding to the expense of medical 
education is the fact that there is more 
medicine to teach and more staff members 
are required to teach it. In the past two 
decades there are many specialized pro- 
cedures and subdivisions in the field of 
medicine which require particular sup- 
port. Provision for these, increases the 
total staff and the total expense. 

A goal of two million dollars a year has 
been set as the contribution from physi- 
cians through the American Medical Edu- 
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cation Foundation. Just over half this an- 
nual sum was provided in 1954. It is esti- 
mated that a total of ten million a year 
will be needed, and the remaining eight 
million—it is hoped—will be raised from 
business, industry, and other sources. In 
1954, fifty-seven thousand physicians, or 
28 per cent of the profession, made fi- 
nancial gifts to medical education, either 
through their alumni associations or 
through the A. M. E. F. Other medical 
sources beside individual gifts from physi- 
cians have been contributed by some State 
Associations who raised dues, and many 
worthy units of the Woman’s Auxiliary 
to the American Medical Association. 

The welfare and independence of our 
medical schools is at stake in this pro- 
gram. Without its continued and success- 
ful support, the schools will be forced 
either to dilute the quality of the teaching 
provided, or accept needed funds from 
federal sources. Either alternative is un- 
desirable. In order to have future mem- 
bers of the medical profession who will 
qualify to carry on the traditions that 
medicine has inherited, and to discharge 
its obligation to posterity, funds must be 
provided. If the schools became dependent 
upon federal tax money, socialism as a 
whole, and socialization of medicine in 
particular, would become an accomplished 
fact in less than two generations. 


co) 





Organization Section 


Where many other countries have looked 
in time of financial stress to their central 
governments for legislation to solve their 
social problems and medical needs, we, in 
the United States wish to continue to rely 
upon the intelligence and generosity of 
the individual, including the physician 
himself, to furnish the necessary funds to 
meet these needs. The preeminence of 
American medicine today is the result of 
capability and initiative in a free atmos- 
phere. Private philanthropy must provide 
the means by which this can continue. 

Medical education is the most expensive 
that there is. Many reasons make it so. 
Long periods of training, expensive lab- 
oratory equipment, high ratio of teacher 
to student, together with the many com- 
plicated and highly technical procedures 
recently introduced into medical practice. 
Our national health is not the bounty of 
the Creator, but a product of many fac- 
tors that go to make for healthy living, 
above all good medical care. The doctors 
who provide this care and the medical 
schools which train them are essential. 
Neither can continue without adequate fi- 
nancial support. 

The individual physician can give to 
the American Medical Education Founda- 
tion directly or he can give through his 
alumni organization. The important thing 
is that he should give. 





ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


DIABETES DETECTION DRIVE 
REQUESTS DOCTORS COOPERATION 

The Committee on Diabetes of the Louisiana 
State Medical Society wishes to have each physi- 
cian test patients’ urine specimens for sugar, free 
as a contribution to the Diabetes Detection Drive, 
to be held November 13-19, 1955. The Commit- 
tee would like a report of the number of patients 
tested during that week and the number of posi- 
tive reactions obtained. 


If there is a Parish or District Committee on 
Diabetes in the community this information should 
be sent to them direct. 


Literature regarding the Diabetes Detection 


Drive will be sent to each doctor and he is re- 
quested to place the small leaflet entitled Check 
Facts on the waiting room table. 

Free Clinitest or Galitest powder are available 
on request directly to the Committee. Please ad- 
dress communications to Dr. Daniel W. Hayes, 
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Chairman, Committee on Diabetes, Louisiana 
State Medical Society, 1430 Tulane Avenue, New 
Orleans 12, Louisiana. 


MEDICAL SCHOOLS MAY FACE 
RECRUITMENT PROBLEM 

American medical schools set all-time enroll- 
ment and graduation records in 1954-55, but 
they may face a student recruitment problem in 
the next few years, according to a report by the 
American Medical Association. 

Prepared by the A.M.A.’s Council on Medical 
Education and Hospitals, the 55th annual report 
on medical education said 1954-55 was a year of 
“steady progress” in various phases of medical 
education. 

An enrollment problem may result because ap- 
plications to medical schools have been decreas- 
ing for the past five years. However, the de- 
crease this year was smaller, and it is hoped that 
a plateau has been reached. In the meantime, 
some schools may have difficulty in filling all 
available openings with qualified students. 

Only 16.8 per cent of the entering class in 
1954-55 had an “A” college record, while 69 per 
cent had “B” and 14.2 per cent had “C”’. 

There were 6,977 physicians graduated last 
year from 75 approved four-year medical schools. 
This is the sixth consecutive year that a gradu- 
ation record has been set. There has been an 
increase of over 1,400 in the number of gradu- 
ates since 1950. 

Next year’s class probably will be slightly 
smaller. However, the report said any decrease 
will be “only an incident” in a continually ex- 
panding number of graduates in years ahead, 
since classes scheduled for graduation in subse- 
quent years are somewhat larger than next year’s. 
Seven more schools will be graduating physicians 
by 1960. 

Four are new schools just opened or in various 
stages of development: Albert Einstein College of 
Medicine at Yeshiva University, New York City; 
University of Miami Medical School, Coral Gables, 
Fla.; Seton Hall College of Medicine, Jersey City, 
N. J., and University of Florida School of Medi- 
cine, Gainesville, Fla. 

The other three are two-year basic medical 
science schools that are expanding their programs 
to four years: University of Mississippi School of 
Medicine, Jackson, Miss.; University of Missouri 
School of Medicine, Columbia, Mo., and West Vir- 
ginia University School of Medicine, Morgantown, 
W. Va. 

Eighty-two per cent of the first year class in 
1954-55 will be liable for military service on 
completion of medical school and internship train- 
ing. Seventy-three per cent of the class graduated 
in June, 1955, was liable for such service, the re- 
port said. 

Total enrollment in American medical schools 
during 1954-55 was 28,583—an increase of 356 
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over the preceding year. Approximately two- 
thirds of the increase is accounted for by the 
addition of the University of California School 
of Medicine, Los Angeles, to the approved list. 

The entering class of 7,576 in the nation’s 
medical schools was the largest ever enrolled. 
This was an increase of 127 over the preceding 
year. Half of the increase in the entering class 
was accounted for by the addition of a first year 
class at the newly approved California school. 

The number of individuals other than under- 
graduate medical students who received all or 
part of their instruction from medical faculties 
was twice as great as the total number of under- 
graduate medical students. These include stu- 
dents in dentistry, pharmacy, nursing, medical 
technology, and arts and science, interns, resi- 
dents, physicians working for advanced degrees, 
and other graduate students in the basic sciences. 

The report also said projected 1955-56 bud- 
gets show there has been a “modest improvement” 
in medical school financing. 

Approximately 95 per cent of support of im- 
portant research now conducted in medical schools 
is made possible and is dependent upon grants- 
in-aid from outside agencies. Estimates for 1955- 
56 indicate that outside agencies will give about 
$54.5 million to medical schools for the support 
of research activities and slightly over $7 million 
for special teaching programs. 

This is in addition to the estimated $98 million 
from tuition, endowment income, legislative ap- 
propriation, gifts and grants that support the 
basic teaching programs of the medical schools. 

More than $2 million was given to medical 
schools during 1954 by the National Fund for 
Medical Education. This fund is supported by 
business and industry and by physicians who con- 
tribute to the fund through the American Medi- 
cal Education Foundation. The A.M.A. annually 
gives a direct contribution to the foundation. 

During 1954-55 completed construction by 
medical schools totaled more than $99 million and 
construction initiated totaled more than $80 mil- 
lion. In addition, many hospitals and clinic fa- 
cilities used in teaching were financed by govern- 
ment or private funds and not by the schools. 

There are 251 faculty vacancies reported for 
the 1955-56 session—seven less than in 1954-55. 
In view of the new schools and new faculty ap- 
pointments, this slight improvement is perhaps 
more significant than it appears, the report said. 

There were 1,537 women attending medical 
school. This was a slight increase over the pre- 
vious year. The 345 women graduates was the 
smallest number since 1947. 

The year witnessed the largest recorded at- 
tendance—105,466—at 1,719 short courses, con- 
ferences, assemblies, seminars, and study and 
circuit courses for practicing physicians wishing 
additional training. 
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NARCOTICS 


The following is a statement of the amended 
regulations of the Federal Commissioner of Nar- 
cotics concerning the prescribing orally (by tele- 
phone) of narcotic drugs. 


FINDING AND DESIGNATION OF NARCOTIC 
DRUGS AND COMPOUNDS OF NARCOTIC 
DRUGS SUBJECT TO ORAL PRESCRIPTION 
PROCEDURE 


Pursuant to authority delegated by Treasury 
Department Order No. 180-2 (19 F. R. 6399), 
and under section 7 of the act of August 31, 1954 
(68 Stat. 1001); 26 U. S. C. 4705), and article 
172 of Narcotic Regulations 5 (26 CFR 151.172; 
20 F. R. 1132), the following narcotic drugs and 
compounds of narcotic drugs are hereby found 
and designated to possess relatively little or no 
addiction liability: 

§ 151.172a. Narcotic drugs and compounds for 
which oral prescription is authorized. (a) Any 
isoquinoline alkaloid of opium or any salt of any 
such isoquinoline alkaloid, alone or in combina- 
tion with other active, non-narcotic medicinal in- 
gredients. 

(b) Apomorphine or any salt thereof, alone or 
in combination with other active, non-narcotic 
medicinal ingredients. 

(c) N-allyl-normorphine (Nalorphine, Nalline) 
or any salt thereof, alone or in combination with 
other active, non-narcotic medicinal ingredients. 

(d) Any compound consisting of methylmor- 
phine (codeine) or of any salt thereof with an 
equal or greater quantity of any isoquinoline 
opium alkaloid or salt thereof, where the content 
of methylmorphine or any salt thereof does not 
exceed eight grains per fluid ounce or one grain 
per dosage unit of the compound. 

(e) Any compound consisting of methylmor- 
phine (codeine) or of any salt thereof with one 
or more active, non-narcotic ingredients in recog- 
nized therapeutic amounts, where the content of 
methylmorphine or salt thereof does not exceed 
eight grains per fluid ounce or one grain per 
dosage unit of the compound. 

(f) Any compound consisting of dihydroco- 
deinone (Hydrocodone, Dicodid, Hycodan) or of 
any salt thereof with a four-fold or greater quan- 
tity of any isoquinoline opium alkaloid or salt 
thereof, where the content of dihydrocodeinone 
or any salt thereof does not exceed one and one- 
third grains per fluid ounce or one-sixth grain 
per dosage unit of the compound. 

(g) Any compound consisting of dihydroco- 
deinone (Hydrocodone, Dicodid, Hycodan) or any 
salt thereof with one or more active, non-narcotic 
ingredients in recognized therapeutic amounts, 
were the content of dihydrocodeinone or of any 
salt thereof does not exceed one and one-third 
grains per fluid ounce or one-sixth grain per 
dosage unit of the compound. 

(h) Any compound consisting of dihydrohy- 
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droxycodeinone (Oxycodone, Eucodal) or any 
salt thereof with one or more active, non-narcotic 
ingredients in recognized therapeutic amounts, 
where the content of dihydrohydroxycodeinone 
or of any salt thereof does not exceed two-thirds 
grains per fluid ounce or one-twelfth grain per 
dosage unit of the compound. 

(i) Any compound consisting of ethylmor- 
phine (Dionin) or of any salt thereof with one 
or more active, nonnarcotic ingredients in recog- 
nized therapeutic amounts, where the content of 
ethylmorphine or any salt thereof does not ex- 
ceed one and one-third grains per fluid ounce or 
one-sixth grain per dosage unit of the compound. 

Because the finding and designation made by 
this Treasury decision relieves restrictions, it is 
found unnecessary to issue the decision with 
notice and public procedure thereon under sec- 
tion 4 (a) of the Administrative Procedure Act, 
approved June 11, 1946, or subject to the effec- 
tive date limitation of section 4 (c) of that act. 

This Treasury decision shall be effective upon 
its filing for publication in the FEDERAL REG- 
ISTER. 

(68 Stat. 1001; 26 U. S. C. 4705) 


[SEAL] G. W. CUNNINGHAM, 
Acting Commissioner of Narcotics. 
SEPTEMBER 1, 1955. 
[F. R. Doc. 55-7200; Filed, Sept. 2, 1955; 
8:56 a. m.] 


BOSTON CLINICAL SESSION 

This year’s American Medical Association clini- 
cal meeting in Boston Nov. 29 through Dec. 2 is 
expected to be the largest ever held, the A.M.A. 
has announced. 

The postgraduate education meeting, aimed at 
helping to solve the daily practice problems of 
the family physician, is expected to be attended 
by some 4,000 persons, a large increase over 
last year’s meeting. About 200 scientific papers 
and exhibits have been scheduled for presenta- 
tion, according to Dr. Thomas G. Hull, secretary 
of the A.M.A.’s Council on Scientific Assembly. 

Meetings will be held in Mechanics Hall and 
at the Statler Hotel where the House of Dele- 
gates, the A.M.A.’s policy-making body, will hold 
sessions. Papers will be given in three lecture 
halls, offering the physician a wide variety of 
choice in subjects. 

Closed circuit television programs, originating 
in New England Deaconess hospital, will bring 
live operations in color to the lecture hall. The 
program is again being sponsored by Smith, Kline 
and French Laboratories of Philadelphia. 

More than 50 motion pictures will be shown 
during the meeting, in the Paul Revere Annex 
of Mechanics Hall. A new medical film will be 
premiered at a special program at 8 p.m. Wed- 
nesday, Nov. 30, in the Georgian Room of the 
Statler Hotel. Following the premiere will be a 
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special film and discussion on “Total Right He- 
patic Lobotomy” by Drs. George T. Pack and 
Richard D. Brasfield, Memorial Hospital, New 
York City. 

The General Practitioner of the Year will be 
named during the meeting. Last recipient of the 
award, chosen in Miami, was Dr. Karl Pace of 
Greenville, S. C. 

An entertainment sidelight of the meeting will 
be a special concert for registrants by the Boston 
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Symphony on Thursday, Dec. 1. Tickets will be 
given at the registration desk in Mechanics Hall, 
courtesy of Winthrop Stearns, Inc., New York 
pharmaceutical house. 

Louisiana was well represented at the annual 
session in June, 1955. We sincerely hope that a 
large number of our members will attend the 
Boston meeting since a very interesting program 
has been planned. Will look forward to seeing 
you in Boston. 
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MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Calcasieu 

East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 

Ouachita 

Rapides 

Sabine 
Tangipahoa 


Second District 
Shreveport 
Vernon 


PROGRAM AND STANDING COMMITTEES 
FOR 1956 
THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 
Standing Committees 
ADVERTISING and PUBLICITY 
Boni J. DeLaureal, M. D., Chairman 
Lawrence H. Strug, M. D., Vice-chairman 
BADGE 
¢. J. Tripoli, M. D., Chairman 
Thomas E. Weiss, M. D., Vice-chairman 
CONSTITUTION and BY-LAWS 
John T. Sanders, M. D., Chairman 
Walter E. Levy, M. D., Vice-chairman 
FINANCE 
Edwin H. Lawson, M. D., Chairman 
William R. Arrowsmith, M. D., Vice-chairman 
HALLS and SCREENS 
Andrew V. Friedrichs, M. D., Chairman 
M. L. Stadiem, M. D., Vice-chairman 
HOSPITALS 
James ID. Rives, M. D., Chairman 
Gilbert C. Tomskey, M. D., Vice-chairman 
HOTELS 
Woodard D. Beacham, M. D., Chairman 
Julian Gray Parker, M.D., Vice-chairman 
POSTCLINICAL TOUR 
Donovan C. Browne, M. D., Chairman 
Carl E. Granberry, M. D., Vice-chairman 
PRINTING 
Philips J. Carter, M. D., Chairman 
J. Durel Landry, M. D., Vice-chairman 


Fourth Tuesday every other month 
Second Tuesday of every month 
Third Thursday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First. Wednesday of every month 
Second and fourth Thursdays 
of every month 

Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Date Place 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 
Monroe 
Alexandria 


Independence 


Shreveport 


RECEPTION 
Walter P. Gardiner, M. D., Chairman 
Lucien A. LeDoux, M.D., Vice-chairman 

REGISTRATION 
Val H. Fuchs, M. D., Chairman 
Richard W. Vincent, M. D., Vice-chairman 
ROUND-TABLE LUNCHEONS 
Alton Ochsner, M. D., Chairman 
William W. Frye, M. D., Vice-chairman 
TECHNICAL EXHIBITS 
Robert A. Robinson, M. D., Chairman 
Max M. Green, M. D., Vice-chairman 
TELEPHONE and TRANSPORTATION 

Frank T. Kurzweg, M.D., Chairman 
Peter Everett, M. D., Vice-chairman 

TELEVISION 
. Gordon Johnson, M. D., General Chairman 
Philip M. Tiller, Jr.. M.D., Chairman, Medical Section 
Louis A. Monte, M. D., Vice-chairman, Medical Section 
H. Reichard Kahle, M. D., Chairman, Surgical Section 
John G. Menville, M.D., Vice-chairman, Surgical Section 


Program Committees 
ANESTHESIOLOGY 
Ansel Caine, M. D., Chairman 
John Adriani, M. D., Viee-chairman 
DERMATOLOGY 
V. Medd Henington, M. D., Chairman 
Barrett Kennedy, M. D., Vice-chairman 
GASTROENTEROLOGY 
Gordon McHardy, M. D., Chairman 
Jules Myron Davidson, M. D., Vice-chairman 
GYNECOLOGY 
Conrad G. Collins, M. D., Chairman 
O. R. Depp, M. D., Vice-chairman 
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INTERNAL MEDICINE 
George E. Burch, M. D., Chairman 
M. E. St. Martin, M. D., Vice-chairman 
NEUROPSYCHIATRY 
Theodore L. L. Soniat, M. D., Chairman 
T. A. Watters, M.b., Vice-chairman 
OBSTETRICS 
Simon V. Ward, M. D., Chairman 
George T. Schneider, M. D., Vice-chairman 
OPHTHALMOLOGY 
Walter P. Diaz, M. D., Chairman 
N. Leon Hart, M. D., Vice-chairman 
ORTHOPEDIC SURGERY 
Irvin Cahen, M. D., Chairman 
Lyon K. Loomis, M. D., Vice-chairman 


OTOLARYNGOLOGY 
Harold G. Tabb, M. D,, Chairman 
Mercer G. Lynch, M. D., Vice-chairman 
PATHOLOGY 
William H. Harris, M. D., Chairman 
Aldea Maher, M. D., Vice-chairman 
PEDIATRICS 
Roy E. de la Houssaye, M. D., Chairman 
James L. Treadway, M. D., Vice-chairman 
RADIOLOGY 
Joseph N. Ané, M. D., Chairman 
Louis J. Bristow, Jr., M. D., Vice-chairman 
SURGERY 
Howard Mahorner, M. D., Chairman 
C. Richard Walters, M. D., Vice-chairman 
UROLOGY 
W. E. Kittredge, M. D., Chairman 
R. M. Willoughby, M. D., Vice-chairman 


POLITICS AND MEDICAL CARE 

Someone mailed Dr. F. J. L. Blasingame, 
A.M.A. Trustee from Texas, the following clip- 
ping, entitled “Private Security,’’ from the Dallas 
Morning News: 

“Ninety-five of every 100 workers are now 
covered by some kind of private—not govern- 
ment—benefit program. This is not the brag of 
private business. It is a government figure. 

“Nine of ten have life insurance. Eight of ten 
have hospital insurance, and more than half of 
those have surgical policies. Six of ten are 
covered for sickness and accident. Five of ten 
have medical care. Six of ten have their own 
company pension coverage. 

“Yet, there is growing pressure in Washing- 
ton for the Federal Government to get into the 
medical business. It makes just as much sense 
as the government going into the automobile 
business so that those who don’t have a car can 
have one—at taxpayers’ expense. That pressure 
is for political ‘care,’ not medical care.’ 


ATTENTION TO NORMAL HEPATIC 
FUNCTION RECOMMENDED IN 
TREATMENT OF OBESE PATIENTS 

Closer attention to liver function in the treat- 
ment of the obese is recommended by a physi- 
cian in Chicago. 

He states that it may be more significant than 
an increased metabolism such as produced by 
thyroid medication. 

Dr. Hyman Sapoznik tried six different formu- 
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las on a group of 46 private patients. Five of 
the six contained amphetamine or a derivative, 
alone or in combination with thyroid hormone. 
The sixth, having only small doses of d-Ampheta- 
mine and phenobarbital, contained vitamin B12, 
methylcellulose and lipotropic agents as well. 

Dr. Sapoznik reports on his study in The 
American Journal of Digestive Diseases (22:159, 
1955). 

The best reducing combination was the formu- 
la containing the lipotropics, which mobilize body 
fat for metabolic burning. First preparation to 
contain lipotropics, it is called Obolip (Lakeside 
Laboratories, Inc.). 

ALEVAIRE EFFECTS RELIEF IN ACUTE 

AND CHRONIC ASTHMA 

Effective relief was obtained in two series of 
patients with acute asthmatic attacks and chronic 
asthma following inhalation of the nebulized 
mucolytic detergent Alevaire, it is reported by 
Dr. D. Edward Frank in Annals of Allergy (13: 
313, 1955). 

All 14 chronic asthma cases received con- 
siderable relief from symptoms. Alevaire, Dr. 
Frank writes, “appeared to be responsible for 
100 per cent relief in one case, 80 per cent 
relief in nine cases and 50 per cent relief in 
four cases.’”’ Seven of the patients discontinued 
using all other symptomatic medication, despite 
the fact several had emphysema in addition to 
asthma. The other cases reduced symptomatic 
medications by 50 per cent or more. 


“PLEASANT” EFFECTS OF NARCOTICS 
DISPROVED 
Some narcotics believed to produce pleasant 
stimulation just don’t live up to their reputation 


under careful 
report. 

Much of the result of taking narcotics de- 
pends on the person and the situation, Drs. Louis 
Lasagna, John M. von Felsinger, and Henry K. 
Beecher, of Harvard Medical School and Massa- 
chusetts General Hospital, reported in a recent 
Journal of the American Medical Association. 

They found that normal persons don’t get 
much “kick”? out of such well-known narcotics as 
morphine and heroin. On the contrary, normal 
volunteers felt sleepy, depressed, and generally 
unpleasant after taking experimental doses. 

The physicians, seeking knowledge on the use 
of drugs as pain killers, tested several drugs on 
80 volunteers. Twenty were healthy young men 
students, 30 were chronically ill, old, and hos- 
pitalized, and 30 were “postaddict’”’ prisoners at 
the U. S. Public Health Service Hospital, Lexing- 
ton, Ky. 


study, three Boston physicians 


SOUTHERN MEDICAL ASSOCIATION 
The Southern Medical Association will hold 
its annual meeting in Houston, Texas, November 
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14-17, 1955. For the convenience of those plan- 
ning to attend, the Missouri Pacific Lines offers 
the following schedules: 


8:35 AM 
10:10 PM 
10:45 AM 
12:20 AM 

6:10 PM 

7:50 AM 


The Orleanean 
or The Houstonian 


Leave New Orleans 


The Orleanean 
or The Houstonian 

The Orleanean 
or The Houstonian 


Leave Baton Rouge 


Arrive Houston 


Return 
Leave Houston 9:05 AM 
9:35 PM 
5:00 PM 
4:55 AM 
7:15 PM 
7:05 AM 


Special or extra sleeping car or cars will be 
operated for minimum of eighteen passengers. 
Rates and further information may be obtained 
from City Ticket Office, 207 St. Charles Street, 
or by telephoning RA. 3181. 


The Orleanean 
or The Houstonian 

The Orleanean 
or The Houstonian 


Arrive Baton Rouge 


The Orleanean 
or The Houstonian 


Arrive New Orleans 


SMOKING AND CHRONIC BRONCHITIS 

Smoking should be considered taboo for the 
person who suffers from chronic bronchitis, ac- 
cording to Dr. David H. Waterman of Knoxville, 
Tenn., who discussed this common chest ailment 
at the Annual Meeting of the National Tuber- 
culosis Association. 


The NTA and its medical section, the American 
Trudeau Society, and the National Conference 
of Tuberculosis Workers met recently in Milwau- 
kee Auditorium. It was the 51st Annual Meet- 
ing of the NTA, the 50th Anniversary Meeting 
of the ATS, and the 43rd Annual Meeting of the 
NCTW. Approximately 2,500 persons active in 
the nationwide voluntary movement against tu- 
berculosis, represented in Wisconsin by the Wis- 
consin Anti-Tuberculosis Association, attended 
the sessions. 


Dr. Waterman, who is chief thoracic surgeon, 
Fort Sanders Presbyterian Hospital, called chron- 
ic bronchitis “probably the most common chest 
condition encountered by both general practi- 
tioner and specialist alike’ which, although it 
may be present as a separate entity, may also 
be found along with such conditions as pulmonary 


emphysema, silicosis, soft-coal workers’ pneu- 
moconiosis, bronchiectasis, and asthma. Co- 
authors of the paper were Drs. Sheldon E. Domm 
and William K. Rogers, attending thoracic sur- 
geons, and Arthur J. Pollard, bacteriologist at 
the Knoxville hospital. 
BODY DEFENSE MECHANISMS 

Special mechanisms by which the body destroys 
drugs and other “foreign’’ compounds have been 
discovered, revealing that the body has systems 
of “counter agents” that attack and inactivate 
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drugs. The counter agents are contained in little- 
studied liver microsomes, tiny particles of the 
body’s cells too small to be seen even with a 
microscope. 


This discovery stems from research on the fate 
of drugs in the body being conducted by the 
Public Health Service’s National Heart Institute, 
National Institutes of Health, Bethesda, Md. The 
research team includes Dr. Bernard B. Brodie, 
Julius Axelrod, Jack Cooper, Leo Gaudette, Dr. 
Bert La Du, Dr. Chozo Mitoma, and Dr. Sydney 
Udenfriend. A report of the study appeared re- 
cently in the technical journal, SCIENCE. 

Knowledge of these mechanisms will be valu- 
able, according to the study, in the designing of 
better drugs for specific action in the body. 

Before the discovery of this function of liver 
microsomes, it was assumed that drugs were in- 
activated by becoming “enmeshed” in biochemi- 
cal mechanisms which did not distinguish between 
drugs or other foreign compounds and substances 
used in the body’s normal economy. The new 
finding establishes the existence of chemical 
systems which seem to work solely to limit the 
action of intruding foreign substances and which 
may have no function in the handling of sub- 
stances that the body uses for nutritional pur- 
poses. 


NEW DRUG SHOWS PROMISE IN 
RHEUMATIC DISEASES 


Preliminary trial of a new drug, prednisone, 
indicated it may be “four to five times more 
potent” than two other compounds now used to 
relieve pain and other symptoms of rheumatic 
diseases. 

Drs. Jack R. Dordick and Edward J. Gluck, 
Beth Israel Hospital, New York, described use of 
the drug in a small group of patients, in the 
(May 21) Journal of the American Medical As- 
sociation. 


They said these first results show the new 
hormone compound may have distinct advantages 
in treating patients with joint pain, tenderness, 
stiffness, and inflammation from rheumatoid 
arthritis, and patients with rheumatic heart dis- 
ease or gout. Prednisone (Meticorten) appeared 
to have fewer side-effects than cortisone com- 
pounds, which have been used for these diseases. 

The physicians treated 15 patients, including 
12 with rheumatoid arthritis. All of them pre- 
viously had received numerous other kinds of 
treatment with only slight relief. Within one 
day, the arthritis patients, after taking predni- 
sone, reported disappearance of pain and lessen- 
ing of stiffness. In a few days muscle pain and 
stiffness disappeared, and patients were able to 
walk, dress, and feed themselves with little or 
no pain. Seven of the 12 showed improvement 
in walking. 
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SPONGE RUBBER BOOT MADE FOR 
VARICOSE VEIN PATIENTS 

Two New York state physicians have developed 
a zippered sponge rubber boot to relieve severe 
varicose veins of the lower leg. 

Drs. Walter G. Gasner, Mt. Vernon, N. Y. and 
Maurice J. Costello, New York City, report initial 
results with the. innovation in the (May 21) 
Journal of the American Medical Association. 

In two women, severe varicose infections healed 
with a month’s wearing of the boot. It healed a 
painful quarter-size varicose ulcer, present for 
five years on the leg of a 55-year-old woman. A 
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three-year-old varicose skin eruption on the legs 
of a 52-year-old woman also healed, enabling her 
to walk without difficulty. Swelling in the legs 
also disappeared. 

The boot is made of sponge rubber a quarter- 
inch thick, which is placed around the leg and 
pencil-marked to fit. The rubber then is cut out 
with a razor blade, and edges closed with ad- 
hesive tape and a zipper. A “horse track” band- 
age is wrapped around the boot after it is put 
on, for additional support. 

The action of the leg muscles against the 
sponge rubber causes a “pump-like” action while 
walking, the physicians said. 
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The Diagnosis and Treatment of the Infertile Fe- 
male; by Fred A. Simmons, M. D., Springfield, 
Illinois, Charles C Thomas, 1954, Pp. 83, Price 
$2.50. 

This is a monograph on the study of female 
infertility. The author stresses the necessity of 
a thorough history and physical examination of 
both partners, describing in detail the disorders 
of the genital organs and the various endocrine 
glands involved. 

The chapters on the various tests and proced- 
ures in diagnosis and treatment of the various 
disorders are dealt with minutely. 

The book includes two small chapters on the 
problem of adoption and psychosomatic approach. 

ADOLPH JAcoss, M. D. 





Resuscitation of the Newborn; by Joseph D. Russ, 
M. D., Springfield, Illinois, Charles C Thomas, 
1953, Pp. 55, Price $2.50. 

Not many years ago spasticity in young chil- 
dren, now more popularly known as cerebral 
palsy, was attributed to birth injuries. More- 
over, these injuries were usually of the head and 
were caused by disproportion between the head 
and the pelvic outlet. It is true that hemorrhages 
on the cortical surface of the brain and the tear- 
ing of the more important vessels in the tentorium 
and the falx cerebri still occur but most such 
cases come to autopsy. In the light of later in- 
formation we believe that cerebral palsy is more 
frequently caused by neonatal asphyxia, a condi- 
tion which has long perplexed obstetricians and 
pediatricians. It is definitely the most frequent 
cause of death in the first twenty-four hours of 
life. It is caused by primary anoxemia which re- 
sults in cerebral anoxia. This condition cannot 
last much beyond two or three minutes after birth 
without causing deterioration of brain tissue. 

It is obvious, therefore, that measures of re- 
suscitation should be initiated within sixty seconds 
after birth unless respiration starts promptly and 
normally. The first cry of a baby, therefore, is 
a heartening noise to all who appreciate the im- 


portance of a deep inspiration followed by a force- 
ful expiration. 

Dr. Russ has written this book in which he has 
presented his own personal experience in more 
than 2,000 resuscitations. It is published as a 
monograph in the American Lecture Series of the 
publisher. The contents consists of five chapters 
and an extensive bibliography for the benefit of 
those who wish collateral reading on this impor- 
tant subject. Nevertheless, Dr. Russ has pre- 
sented the subject in a readable and comprehensive 
style and this book should be between the book- 
ends on every doctor’s desk for convenient con- 
sultation. 

Ropert A. StronG, M. D. 





PUBLICATIONS RECEIVED 

J. B. Lippincott Co., Phila.: The National For- 
mulary, published by the American Pharmaceuti- 
cal Association (10th Edit.). 

Philosophical Library, Inc., N. Y.: Textbook of 
Occupational Therapy, by Eamon N. M. O’Sulli- 
van, B.A.; Present-Day Psychology, edited by 
A. A. Roback, Ph.D. 

Pocket Books, Inc., N. Y.: Understanding Sur- 
gery, edited and compiled by Dr. Robert E. 
Rothenberg. 

W. B. Saunders Co., Phila.: Office Procedures, 
by Paul Williamson, M. D.; Cancer Cells, by E. 
V. Cowdry; Textbook of Endocrinology, edited 
by Robert H. Williams, M. D. (2nd Edit.) ; Basic 
Surgical Skills, by Robert Tauber, M. D.; Cardio- 
vascular Surgery, edited by Conrad R. Lam, 
M.D.; Cardiac Diagnosis, a Physiologic Ap- 
proach, by Robert F. Rushmer, M.D. 

Charles C Thomas, Publisher, Springfield, III: 
Applied Medical Bibliography for Students, by 
William Dosite Postell, edited by Roscoe L. 


Pullen, M. D.; Splenin A in Rheumatic Fever, by 
Alvin F. Coburn, M. D., Lucille V. Moore, M. D., 
Mary Roberts, R.N., and Judith Wood, M.D.; 
Clinical Roentgenology, by Alfred A. de Lori- 
mier, M.D., Henry Moehring, M.D., and John 
R. Hannan, M.D. (Vol 3). 
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Normal Colon 


Ulcerative Colitis 


METAMUCIL® IN CONSTIPATION 





Atonic Colon 


Smoothage in Correction of Colon Stasis 


To initiate the normal defecation reflex, 
the “‘smoothage” and bulk of Metamucil provide 
the needed gentle rectal distention. 


Cher the habit of constipation has been estab- 
lished, due to any of a large number of causes, it 
becomes a major problem. Self-medication with 
irritant or chemical laxatives, or repeated enemas, 
usually causes a decreased, sluggish defecation 
reflex and may result in its complete loss. 

Rectal distention is a vital factor in initiating 
the normal defecation reflex, and sufficient bulk 
is thus of obvious importance in restoring this 
reflex. Metamucil provides this bulk in the form 
of a smooth, nonirritating, soft, hydrophilic col- 
loid which gently distends the rectum and initiates 
the desire to evacuate. Metamucil demands ex- 
tra fluid, imparting even greater smoothage to 
the intestinal contents. 

It is indicated in chronic constipation of 
various types—including distal colon stasis of the 


“irritable colon”’ syndrome, the atonic colon fol- 
lowing abdominal operations, repressions of def- 
ecation after anorectal surgery and in special con- 
ditions such as the management of a permanent 
ileostomy. Metamucil is the highly refined mucil- 
loid of Plantago ovata (50%), a seed of the psyl- 
lium group, combined with dextrose (50%) as a 
dispersing agent. 

The average adult dose is one rounded tea- 
spoonful of Metamucil powder in a glass of cool 
water, milk or fruit juice, followed by an addi- 
tional glass of fluid if indicated. 

Metamucil is supplied in containers of 4, 8 
and 16 ounces. G. D. Searle & Co., Research in 


the Service of Medicine. 
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The VICEROY filter tip contains We believe this simple fact is one 
20,000 tiny filter traps, madethrough of the principal reasons why so 
the solubilization of pure natural many doctors smoke and recommend 
material. This is twice as many of VICEROY—the cigarette you can 
these filter traps as any other brand. _ really depend on! 


ONLY VICEROY GIVES YOU 


20000 FilterTraps 


TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 








© King-Size 
| Filter T; 
VICEROY | gam” 


VICEROY 





Filter Fi 
esnanedicn World’s Most Popular Filter Tip Cigarette 
KING-SIZE Only a Penny or Two More 


Than Cigarettes Without Filters 
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E. coli (8,000X) 


H. influenzae (16,000X) 





All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 
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Staph. aureus (9,000X) 


Strep. viridans (9,000X) Strep. faecalis (10,000X) 





D. pneumoniae (10,000X) 
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Aerobacter aerogenes ( 12,500X) 


“TRADEMARK, REG. U.S. PAT. OFF.—THE UPJOHN BRANU OF TETRACYCLINE 

















Which is today's most widely prescribed broad-spectrum 
antibiotic? : 


ACHROMYCIN — it's first by many thousands of 
prescriptions. 


What are some of the advantages of ACHROMYCIN? 


Wide spectrum of effectiveness. 
Rapid diffusion and penetration. 
Negligible side effects. 


Exactly how broad is the spectrum of ACHROMYCIN? 


It has proved effective against a wide variety of 
infections, caused by Gram-positive and Gram-negative 
bacteria, rickettsia, and certain viruses and protozoa. 


In what way are ACHROMYCIN Capsules advantageous? 


For rapid and complete absorption they are dry-—filled, 
sealed capsules (a Lederle exclusive!) No oils, no 
paste...tamperproof. 


Who makes ACHROMYCIN? 


It is produced — every gram — under rigid quality 
control in Lederle's own laboratories and is available 
only under the Lederle label. 


NGI 


Hydrochloride 
Tetracycline HCl Lederle 











BLedenia 


LEDERLE LABORATORIES DIVISION awmeascan Ganamid company PEARL RIVER, NEW YORK 


REG. U.S. PAT. OFF. 
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2.5 mg.—5 mg. 


Hydeltra 


Ay Indications: 





Phone Fairdale 2678 DALLAS 1, TEXAS P. O. Box 1769 


Ps 
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TIMBERLAWN SANITARIUM 


For 
Nervous and Mental Diseases 





* * 


Complete modern facilities for Insulin-shock and Electro-shock therapy, 
under constant medical supervision. Psychotherapy. Occupational ther- 
apy. All other accepted methods of psychiatric treatment. 


NARCOTIC CASES NOT ADMITTED 


THE STAFF 
Guy F. Witt, M.D., Medical Director Howard M. Burkett, M.D., Associate Psychiatrist 
Perry C. Talkington, M.D. Co-Directors James K. Peden, M.D., Associate Psychiatrist 
Chas. L. Bloss, M.D. Fred H. Jordan, M.D., Resident Psychiatrist 


Mrs. Anne Gilcrease, R.N., Director of Nurses 
Ralph M. Barnette, Jr., Business Manager 
Miss Geraldine Skinner, Director of Occupational Therapy 
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Méniére’s syndrome, 
cerebral arteriosclerosis, 
fenestration surgery, 
streptomycin toxicity 


radiation therapy narcotization 





motion sensitivity in 
every form of travel 


effective 
control of 


nausea 

vomiting 

vertigo 
associated with labyrinthine dysfunction 


BONAMINE.. 


Brand of meclizine hydrochloride 


Two convenient dosage 
forms... tasteless TABLETS 
(25 mg.) and mint-flavored, 
universally acceptable 
CHEWING TABLETS (25 mg.). 
Bonamine is ethically 


promoted. *Trademark 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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BAKERS 


MODIFIED MILK 
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made from grade A milk* 
"The first in infant feeding” 


This statement is your assurance of the use of high quality, 
clean milk. Make a habit of looking for it on the label of 


the milk products which you prescribe for infant feeding. 


anf we 





FEEDING DIRECTIONS 





























of Yue Boiled 
Tw ‘ Baker's Water 
° ener First 5 days of life |! part] 2 parts 
Second 5 days |! part/l'/ parts) 
After 10th day 1 part] 1 part 
*U. S. Public Health Service Milk Code 
THE BAKER LABORATORIES, INC. 


Milk: Phodutts Exelusively fpr the Medical, Profyssion 


MAIN OFFICE: CLEVELAND 3, OHIO PLANT: EAST TROY, WISCONSIN 





The organisms commonly involved in 


Bronchopneumonia 


D. pneumoniae (10,000 X) 


H, pertussis (7,500 X) 
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Staph. aureus (9,000 X) 
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All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad - spectrum 
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Fou™ 


Foods high in vitamins and minerals not 
only give your patient good nutrition naturally, 
but also may supply vital elements still unknown. 
These “diet do’s” may tempt him to rely more 
on food than supplements for his vital nutrients. 


These foods are best served raw— 


Shredded new cabbage and carrot slaw goes nicely with 
any meal, and combines the benefits of vitamins A and C 
with some calcium. 


Dried apricots and figs stuffed with cottage cheese and 
peanuts sit prettily in a bed of watercress, and provide 
calcium, iron, vitamins A, B», niacin, and C. 


Oysters are exceptionally rich in both iron and calcium 
and carry a generous amount of vitamins A and D as well. 


These good foods can be made even better— 


Beef liver ranks high in iron, vitamins A, and B-com- 
plex. Brushed with tomato juice an hour before cooking, 
it turns tender and tasty. 


Oatmeal, rich in iron, gets even more and a plus in cal- 
cium and vitamin Be when served with molasses and milk. 


Custard contains calcium and vitamins A, B,, and B). 
A topping of orange juice concentrate gives your patient 
a bonus in vitamin C. 


Although these ‘‘do’s’”’ list only the more familiar 
vitamins and minerals, the trace elements and other 
micronutrients are no less important. And a varied 
diet will help your patient get the vital body regula- 
tors he needs. 


4%", United States Brewers Foundation 
Beer—America's Beverage of Moderation 


Iron? 





° An 8-oz. glass of beer contains 10 mg. calcium, 50 mg. phosphorus, |/8th minimum daily 
requirement of niacin, and smaller amounts of other B-complex vitamins.(Average of American beers) 


If you'd like reprints of 12 different diets, please write United States Brewers Foundation, 535 Fifth Avenue, New York 17, N. Y- 
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1950 Cortone® | 1952 Hydrocortone® 
1954 ‘Alflorone’ 1955 'Hydeltra' 


EL tablets 


(Prednisone, Merck) 5 mg. - 2.5 mg. - 1 mg. (scored) 








the delta-1 analogue of cortisone 


Indications: 
Rheumatoid arthritis 


Bronchial asthma 
Philadelphia 1, Pa. 


Division OF MERcK & Co., INC, I nflammatory skin conditions 





NO Ww Our Direct Teletype Service NO w! 
=p. , - 
Brings Anything You Need ° 
Through your local Mueller representatives you now have access to all our 
world-wide resources for fine surgical instruments, equipment, supplies— 


everything you need. Fast teletype service, in addition to substantial local 
stocks, brings you fast deliveries. Highest quality, too, and at reasonable cost. 


Instruments For All Surgery Instrument > % EXCELLENT REPAIR SERVICE 

ee = Hospital Furniture ~. Take advantage, too, of our competent 
roth ere el — Makers repair service... Money-saving repairs 
Seoiier Sur nl “aioli _— - To Th ; , of your diagnostic and surgical instru- 
Mueller Secale Sammie ” ments are made promptly and prop- 
Mueller Giant Eye Magnet Profession << erly...Our main plant has complete 
Rubber Goods—Sundries > facilities for thorough reconditioning, 


Sut —D ings—All Kinds . ; resharpening and replating. 
utures ressing | Since 1895 


IN DALLAS IN HOUSTON 
Medical Arts Building Hermann Prof. Building 
Telephone PRospect 4881 Telephone JAckson 3-8133 


MAIN PLANT AND GENERAL OFFICES: 330 SOUTH HONORE STREET, CHICAGO 12 
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How to yin Criande wal 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (2'* grs. each). 





We will be pleased to send samples on request. 





THE BAYER COMPANY DIVISION 


of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 














for 
_ equanimity” 


Usual dosage: 1 tablet, t.i.d. 

Supplied: Tablets, 400 mg., botties of 48. 

1. pes, U8. J.A.MLA. 157:1594 (April 
30) 1955. 


2. angi J.C.: JAMA. 157:1596 (April 
) 1955. 


Meprobamate Philadelphia, Pa. 


(2-methyl-2-n-propyl-1,3-propanediol dicarbamate) 


new anti-anxiety factor with muscle-relaxing properties 
relieves tension 


*Trademark 
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MEBARAL 


BRAND OF MEPHOBARBITAL 
ee | 
hypertension 
for the hyperexcitability hyperthyroidism 
so often found in convulsive disorders 
difficult menopause 
psychoneurosis 
hyperhidrosis 


Mebaral’s soothing sedative effect is obtained without significantly 
clouding the patient’s mental faculties. 


Average Dose: 


Adults — 32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 


Children — 16 to 32 mg., 3 or 4 times daily. 


Tasteless tablets of 32 mg. (2 grain) 

50 mg. (% grain) 

0.1 Gm. (1% grains) 
Ske fa 0.2 Gm. (3 grains) scored. 


WINTHROP 


j 
j ’ 
\o ffi; 
% j F, 
’. . 7 * 
= - 


WINTHROP-STEARNS INC. New York 18, N.Y. - Windsor, On 


Mebaral, trademark reg. U.S. Pat. Off 
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yet the story from your Picker representative. 


AKER OFFICE FOR LOUISIANA and MISSISSIPPI IS AT 1226 St. Charles Avenue, New Orleans 13, La. 
AYETTE, LA., 407 Roosevelt Street HATTIESBURG, MISS., 618 S. 19th Street 
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Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


THE EARLE JOHNSON 
SANATORIUM 


“In the Mountains of Meridian” 


ROLAND E. TOMS, M.D. 
Psychiatrist-in-Chief 


@ Insole extension and 

of heel where support is most needed. 

®@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 

@ The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 


Diplomate in Psychiatry of the American Board 
of Psychiatry and Neurology. 


Specialized treatments in mental disorders and al- 
coholic and drug addictions, including: 


Electro-convulsive therapy 
Mid-brain stimulation 
Deep insulin therapy 
Psychotherapy 

Geriatrics 


® Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 
*NOW AVAILABLE! Men's conductive shoes. N. B. F. U. 
specifications. For surgeons and operating room personnel. Write P Oo Box 106 
®@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club or 
feet and all types of abnormal feet than any other 

“i Telephone 3-3369 


manufacturer. 
Write for details or contact your local FOOT-$O-PORT MERIDIAN, MISSISSIPPI 


Shoe Agency. Refer to your Classified Directory 








Foot-so-Port Shoe Company, Oconomowoc, Wis. 

















... OPENING 
an OFFICE 


t 
Since 1860 A. S. Aloe Company has seen three gen- 
erations of physicians open their offices for the 
practice of medicine, and has always stood by with a 
helping hand. Whether you plan to begin practice 
or re-equip an existing office, we can help you. 
\ National Institution: We have 13 shipping points 
throughout the nation and more than 200 representa- 
tives with permanent residences in convenient, nearby 
locations. 
Equipment Check Lists. Cover everything required 
to outfit your office, from hypodermic 


needles to X-ray machines, with both itemized and 
total cost. 

Planning Service. Suggested room layouts scaled to 
size to help you evaluate your needs. 


Tailored Payment Plan. There are no interest charges 
under our regular “new office” extended payment plan. 


Location Service. Aloe representatives know of many 
attractive locations for beginning practice. A state- 
ment of your preferences will be published to our 
field force. Write or see your local representative 
for complete details. 


A.S. ALOE COMPANY or couisiana 


ST. LOUIS LOS ANGELES 
KANSAS CITY DALLAS 


1425 Tulane Ave., New Orleans 12, 


SAN FRANCISCO 
ATLANTA 


SEATTLE MINNEAPOLIS 
WASHINGTON, D. C 
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Pyelitis 


E. coli (8,000X) 


Strep. viridans (9,000X) 





All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 
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Aerobacter aerogenes (12,500X) 
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Strep. faecalis (10,000X) 


. 
Upjohn 
ELECTRON 
MICROGRAPHS 





Staph. aureus (9,000X) 


ng. and 250 mg. capsule 125 mg. and 250 mg./tsp 
xed 
100 mg r 100 mg injection, intramuscular 


100r Tea 
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Pork in the Dietary 


During Pregnancy and Lactation 


rm NUTRIENTS are required in 
greater than normal amounts during 
pregnancy and lactation. Pork meat, 
though its cost is low, supplies a remark- 
ably high quantity of the nutrients re- 
quired by the maternal organism in 
these periods of physiologic need. 


During pregnancy the maternal or- 
ganism may store 3.3 to 5.5 pounds of 
protein in excess of that contributed to 
fetal tissue.' Enough iron is stored to 
approximate the entire amount secreted 
in the milk during 9 months of lactation, 
in addition to the iron supplied to the 
fetus.” 


The body of the newborn infant con- 
tains approximately 500 grams of pro- 
tein, 14 grams of phosphorus, and 0.5 
gram of iron.’ It is estimated that the 


lactating mother, through breast milk, 
provides a 26 week old infant with about 
12 grams of protein, 76 grams of lactose, 
and 1.2 mg. of iron each day.’ 


Pork meat, an excellent source of 
high quality protein, thiamine, niacin, 


and iron,‘also supplies valuable amounts 
of other B vitamins, as well as phos- 
phorus, magnesium, and potassium. 
The thiamine content of pork is particu- 
larly important, since there are few 
more valuable food sources of this vi- 
tamin.‘ 


Pork and pork sausage—economical, 
good tasting—are valuable components 
of the dietary of the pregnant or lactat- 
ing woman. Just how valuable, is shown 
in the table below. 


1. Toverud, K.U.; Stearns, G., and Macy, I.G.: Maternal 
Nutrition and Child Health, an Interpretative Review, 
Washington, D.C., National Research Council, Bull. 123, 
1950. 

2. McLester, J.S., and Darby, W.J.: Nutrition and Diet 
in Health and Disease, ed. 6, Philadelphia, W.B. Saunders 
Company, 1952, p. 241. 

3. Marrack, J.R.: Food and Planning, London, Victor 
Gollancz, Ltd., 1943, p. 67. 

4. Wolgamot, I.H., and Fincher, L.J.: Pork Facts for Con- 
sumer Education, Washington, D.C., United States De- 
partment of Agriculture, AIB No. 109, 1954. 

5. Watt, B.K., and Merrill, A.L.: Composition of Foods— 
Raw, Processed, Prepared, Washington, D.C., United 
States Department of Agriculture, Agricultural Handbook 
No. 8, 1950. 

6. Bowes, A. deP., and Church, C.F.: Food Values of 
Portions Commonly Used, ed. 7, Philadelphia, Anna 
dePlanter Bowes, 1951. 


Percentages of Recommended Daily Dietary Allowances* for Pregnant (3rd Trimester) 
and Lactating Women Provided by 3-Ounce Portions of Cooked Pork Meats and Pork Sausage 
PREGNANCY (3rd trimester) 
Protein Iron ‘Phosphorus Thiamine 
Ham, without bone, 3 02., cooked5 25.0% 17.3% 13.5% 30.0% 
Pork Chops, without bone, 3 0z., cooked’ 25.0% 17.3% 13.3% 47.3% 
Pork Sausage, 3 0z., cooked® 17.3% 140% 9.2% 27.1% 


LACTATION 
17.3% 10.1% 
17.3% 10.0% 
14.0% 6.9% 


Calories 
12.5% 
10.5% 
14.7% 


Niacin 
26.7% 
28.7% 
18.5% 


Riboflavin 
10.0% 
10.0% 
10.1% 














Ham, without bone, 3 0z., cooked5 20.0% 
Pork Chops, without bone, 3 0z., cooked> 20.0% 
Pork Sausage, 3 02z., cooked® 13.8% 


30.0% 8.0% 
47.3% 8.0% 
27.1% 8.1% 


26.7% 10.2% 
28.7% 8.6% 
18.5% 12.0% 

















*Recommended Dietary Allowances, Washington, D. C., National Academy of Sci lational R 





h Council, Publication 302, 1953 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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POLYSPORIN 


brang 


POLYMYXIN B~—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes. 


For ophthaimic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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here’s A Sparkle 
to A Glass of Wine 


—That puts an answering sparkle into the eyes and 
appetites of your geriatric, post-surgical, sick and con- 
valescent patients. 

A glass of Port, Sherry, Burgundy, Rhine Wine— 
whatever taste pleases your patient—can do wonders to 
add zest and bouquet to meals, even when appetite is at 
low ebb. 

Aside from these psychobiologic effects of wine, how- 
ever, there are physiologic effects of wine on the human 
host, which can also be significant in clinical medicine. 
A definitive literature on these actions is rapidly accumu- 
lating. 

The Wine Advisory Board has recently accumulated 
in a concise brochure the highlights of recent work in 
this field. 

Herein are reported the latest findings on the value of 
wine as a stimulant to flagging appetite, as an aid to 
digestion, as a vasodilator, as a daytime and night-time 
sedative. 

We will be glad to send you a copy of “Uses of Wine 
in Medical Practice’ (at no expense, of course). Just 
write to: Wine Advisory Board, 717 Market Street, San 


Francisco 3, California. 
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WEIGHT FOR WEIGHT, 
THE MOST ACTIVE ANTI-INFLAMMATORY 
AGENT YET DEVELOPED 
FOR TOPICAL’ USE 





TOPICAL LOTION 


‘ALFLORONE’ 


ACETATE 
(FLUDROCORTISONE ACETATE, MERCK) 9 ALPHA-FLUOROHYDROCORTISONE ACETATE 








MOST EFFECTIVE 

Therapeutically active in 1/10th the concentration of hydrocortisone (Compound F).° 

MOST ECONOMICAL 
Superior spreading qualities—a small quantity covers a wide area. 


MOST ACCEPTABLE 


es Most patients prefer the cosmetic advantages of this cusy-to-apply, 
| smooth spreading lotion. 


L RTO ome 

















Supplied: Topical Lotion Alflorone Acetate: 0.1% 
and 0.25%, in 15-cc. plastic squeeze bottles. Topical 


Ointment Alflorone Acetate: 0.1% and 0.25%, 5-Gm., Philadelphia 1, Pa. 
15-Gm., and 30-Gm. tubes. DIVISION OF MERCK & CO., INC. 





40 


ADVERTISEMENT DEPARTMENT 








The individualized formula is 





the foundation of the infant’s health 


and future well being 


Karo Syrup...a carbohydrate of choice 
in“milk modification” for 3 generations 


Ideal practice dictates periodic adaptation of the individualized 
formula to the growing infant rather than the infant to the 
formula. With Karo, milk and water in the universal prescription, 
the doctor can readily quantitate the best formula for the infant. 
A successful infant formula thus lays the foundation for early 
introduction of semi-solid foods in widening the infant’s spectrum 
of nutrients. 

Karo is well tolerated, easily digested, gradually absorbed at 
spaced intervals and completely utilized. It is a balanced fluid 
mixture of maltose, dextrins and dextrose readily soluble in fluid 
whole or evaporated milk. Precludes fermentation and irritation. 
Produces no intestinal or hypoallergenic reactions. Bacteria- 
free Karo is safe for feeding prematures, newborns, and infants 
—well and sick. 

Light and dark Karo are interchangeable in formulas; both 
yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N.Y. 


Behind each bottle three generations 








of world literature 
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New Study Shows Gelatine 
Restores Brittle Fingernails to Normal 


Directions for making the Knox Gelatine drink in every package 


Brittle, fragile or laminating fingernails are the 
bane of many a woman’s existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 


three months. Improvement, however, was noted 
after the first month. If you would like more 
complete details of this work, just use the coupon. 
1. Rosenberg, S. and Oster, K. A., “‘Gelatine in the Treatment of 


Brittle Nails,” Conn. State Med. J. 19:171-179, March 1955. 
2. Tyson, T. L., J. Invest, Dermat. 14:323, May 1950. 


Chas. B. Knox Gelatine Company, Inc. 


Professional Service Dept. SJ-11 
Johnstown, N. Y. 


Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 


YOUR NAME AND ADDRESS 
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‘the drug of choice 


asa franquilizing (ataractic®) ade ne 
ay) anaie ti and f ¢ NWSION state Ss 


/ of i 
il HUY pe PLENSION 


Squibb Whole Root Rauwolfia 


As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 
Less likely to produce Parkinson-like symptoms 
Causes no liver dysfunction 


No serial blood counts necessary during maintenance therapy 





Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance R, 
and cumulation have not been reported. 





Raudixin supplies the total activity of the : esol 
whole rauwolfia root, accurately standard- ‘K my: 
ized by a rigorous series of test methods. / 0° t 0° 
The total activity of Raudixin is not ac- Dp inf” l ; Lu 
counted for by its reserpine content alone. tet 


ae f 
Supply: 50 mg. and 100 mg. tablets, bottles Gi 
of 100 and 1000. 


*Ataractic, from ataraxia: calmness untroubled by mental or emotional 
excitation. (Use of term suggested by Dr. Howard Fabing at a recent 
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I solved that 
problem with 
the G-E 


rental plan 


I wish I could 
afford a new 
X-ray unit 
right now 


G-E MAXISERVICE 


gives you the x-ray apparatus you 
need with no initial capital investment 


Bene is the way to bring your x-ray facilities 
up to date without knocking your budget out 
of kilter. 

The G-E Maxiservice Rental Plan puts modern 


x-fay apparatus to work for you . . . lets you serve 
your patients more efficiently with equipment de- 
signed for the latest technics. Through periodic 
replacement feature, you can keep your installation 


always up to date . . . without “trade-ins.” 

One monthly rental charge includes repair parts, 
tubes, maintenance and local property taxes. It can 
be budgeted as operating expense against income 
from your installation. Your capital is not tied up 
in apparatus. 

Ask you G-E x-ray representative about the 
Maxiservice Rental Plan. 


Progress l/s Our Most Important Product 


GENERAL @@ ELECTRIC 


Direct Factory Branches: 
NEW ORLEANS — 1001 Camp Street 


SHREVEPORT — Physicians and Surgeons East Building, 1513 Line Avenue 
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nutrient value... 


safety eee 


Dextrogen, a most convenient concentrated liquid 
formula for infants, is made from whole milk 
modified with dextrins, maltose and dextrose. Forti- 
fied with iron and vitamin D, it provides adequate 
amounts of all necessary nutrients (except vitamin C). 
In normal dilution it contains more pyridoxine 
(vitamin Bs) than does human milk. 

Requires no stirring or whipping, no bothersome 
measuring equipment . . . merely add water, 

and the formula is ready. 


Dextrogen feedings are most economical, too, costing 
less than a penny per ounce in normal dilution. 


convenience... 


Contains (in normal dilution) about 
50 per cent more protein than does 
human milk. 


Zero tension curds assure ease of 
digestion. 


Fat content almost one-third lower 
than that of human milk. Uniform 
dispersion by homogenization provides 
ease of fat digestion. 


Less allergenic. 


Mixed carbohydrates allow spaced 
absorption and easy assimilation. 


Constancy, uniformity, and optimal 
safety secured by strict laboratory 


control. 
c) 


The nutritional statements made in this 
advertisement have been reviewed and found 
consistent with current medical opinion by 
the Council on Foc’. and Nutrition of the 
American Medical Association. 


THE NESTLE COMPANY, INC. + Professional Products Division * White Plains, New York 





The organisms commonly involved in 


Pneumonia 


Ax - r >a 
K. pneumoniae (6,500X) 


fade. 


enes ( 8,500X) 





Staph. aureus (9,000X) 





All of them are 
included in 

the more than 
30 organisms 
susceptible to 
broad-spectrum 











“TRADEMARK, REG. U.S. PAT. OF F.—THE UPJOHN BRAND OF TETRACYCLINE 
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in arthritis 


e ee e¢«ee#e® 
e*ee#e#e?e-#se#ee? @# 


and 


allied disorders... 





nonhormonal anti-arthritic 


BUTAZOLIDIN 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN “...produces more than a simple analgesic effect in 


rheumatoid arthritis." 


Clinically, the potency of BUTAZOLIDIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.” / 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 


(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lab. & 
Clin. Med. 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, R. L.: J. Chron. Dis. 
1: 168, 1955. (3) Holbrook, W. P.: M. Clin. North America 39:405, 1955. 


BuTtazouipin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged 
to send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 


220 Church Street, New York 13, N. Y. [| 
siiss In Canada: Geigy Pharmaceuticals, Montreal 
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POSTGRADUATE COURSES—1955-1956 


FLUID AND ELECTROLYTE BALANCE 
January 16-21, 1956 


This course will consist of a review of the fundamental 
principles of water and electrolyte metabolism, as ap- 
plied to diagnosis and management of practical every- 
day medical problems. Frequent conferences and dis- 
cussions at the bedside of patients will be held. This 
course is designed to cover not only the problems of 
metabolism but also clinical applications of these prin- 
ciples. 


PEDIATRIC NEUROLOGY 
February 27—March 3 


This year’s refresher course for qualified pediatricians 
will have as its guest speaker Dr. Douglas Buchanan of 
the University of Chicago. A comprehensive program 
will deal with basic considerations and clinical manage- 
ment of convulsive disorders, degenerative diseases of 
the nervous system, infections of the brain and menin- 
ges, and other such broad subjects. Selected members 
of the entire medical school faculty will participate, 
and stress will be placed mainly on clinical aspects of 
neurologic disorders of early life. 





For additional information write: 
Director of Graduate Medicine 
Tulane University School of Medicine 
1430 Tulane Avenue 
New Orleans 12, Louisiana 




















LEDERLE 


~ POLIOMYELITIS 


For the modification 

of measles and the 
prevention or attenuation 
of infectious hepatitis 
and poliomyelitis. 


LEDERLE LABORATORIES DIVISION 


AMERICAN yanamid company Pearl River, New York 





in its completeness 








one USP Digitalis Unit 


Physiologically Standardized ‘ 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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THERAPEUTIC BILE 


for patients with liver and gallbladder disorders 


(A) Hydrocholeresis: 
Bile capillaries (rabbit 
liver) are filled with di- 
lute bile 15 minutes after 
i.v. injection of sodium 
dehydrocholate. 

(B) Untreated control. 













“Since bile of this nature and in this large output can 
flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [with Decholin and Decholin 
Sodium) aids in removal of inspissated material and 

combats infection.”3 


Decholin®— Decholin Sodi 


Decholin Tablets (dehydrocholic acid, Ames) 3% gr. 
(0.25 Gm.). Decholin Sodium (sodium dehydrocholate, Ames) 
20% aqueous solution; ampuls of 3 cc., 5 cc. and 10 cc. 


(1) Clara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W., and 


Pessotti, R. L.: Science 1/5:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S$. H.: Bull. New York M. Coll. 16:102, 1953. 
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AMES COMPANY, INC + ELKHART, INDIANA Ames Company of Canada, Ltd., Toronto 
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- ¢an your diuretic 
“upgrade” your 
») heart patients? 


kn Ow fewer restrictions of activity are the benefit of prolonged use of 


Oo U > those diuretics effective over the entire range of cardiac failure. 
y The organomercurials—parenteral and oral—improve the 


ra ‘ U retic classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 


must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 
TABLET 


NEOHYDRIN 


BRAND OF C!HHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 
-METHOXY-PROPYLUREA IN EACH TABLET) 
for “...a new picture of the patient in congestive heart failure.’* 
replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 
a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 
* o * * 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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FOR SALE 
FENWICK SANITARIUM 


Louisiana Street Covington, La. 


Well-constructed brick two-story build- 
ing on wooded square. Approximately 30 
rooms, 10 baths, spacious kitchen, plenty 


of storage, large porches, central heat. 


Equipment and furniture included. Its fine 


reputation, location and size makes it 


adaptable as a clinic, rest home, or re- 


opened on its former profitable basis. 


Write or Phone 100 


RANDY POWELL 
COVINGTON, LOUISIANA 





PHYSICIAN WANTED 


Locum Tenens — For replacement for 
two years in semi-rural community in 
Southern Louisiana. Any Physician inter- 
ested please contact this Publication for 
further details. Please furnish informa- 
tion as to professional training, experi- 
ence, and references. 











RADIUM and RADIUM DE 


(Including Radium Applicators) 


FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium 
Laboratories 
(Owned and Directed by a Physician-Radiologist) 
HAROLD SWANBERG, B. S., M. D., 
Director 


W. C. U. Bldg. Quincy, Illinois 




















AMERICA’S 
AUTHENTIC 
HEALTH MAGAZINE 






SPECIAL 
HALF-PRICE RATES FOR 
PHYSICIANS, 


MEDICAL STUDENTS, INTERNS 


a good buy in 
public relations 


. place 
today’s health 
in your reception room 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
Please enter (1), or renew 0, 
period checked below : 


my subscription for the 


NAME 





STREET. 








cITYy ZONE STATE 


CREDIT WOMAN'S AUXILIARY OF 


O«4 conn. phe $4.00 [)2 YEARS. 
$9. 


O03 YEARS... $3.25 ()1 YEAR... 


COUNTY 


Bode 
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PROFESSIONAL CARDS 











The Baton Rouge Clinic 


134 North 19th St. 
Telephone 8-5361 


Ear, Nose & Throat 
Gerald Joseph, M. D. 
James K. Wood, M. D. 


Dalton S. Oliver, M. D. 


Medicine 
Cheney Joseph, M. D. 
Charles Prosser, M. D. 


Eye Obstetrics & Gynecology 
Melvin Schudmak, M. D. 
J. P. Griffon, M. D. 


Urology 
Mortimer Silvey, M. D. 


Surgery 
Joseph Sabatier, M. D. 
Charles Mosely, M. D. 





SELLERS AND SANDERS CLINIC 


4414 Magnolia Street 
New Orleans 


Gynecology and Obstetrics 


Dr. Thomas Benton Sellers 
Dr. Simon V. Ward 
Dr. Julius T. Davis 


Surgery 


Dr. John T. Sanders 
Dr. Charles R. Walters 





GREEN CLINIC 


709 South Vienna Street 
Surgery 
Marvin T. Green, M.D. 
LaMoyne C. Bleich, M.D. 


Obstetrics and Gynecology 
Carl L. Langford, M.D. 
David M. Hall, M.D. 


Pediatrics 
Bruce W. Everist, M.D. 
O. Wharton Brown, Jr., M.D. 


Ruston, Louisiana 
Radiology 
M. Ragan Green, M.D. 


Internal Medicine 

Henry S. Roane, M.D. 
Joe L. Smith, Jr., M.D. 
Dentistry 

L. Felton Green, D.D.S. 
Benjamin C. Baugh, D.D. 


Eye, Ear, Nose and Throat 
Harold H. Harms, M.D. 





D. A. CASEY, M. D. 


Otolaryngology 
Fenestration Surgery 
503 California Bidg. CAnal 3195 
3915 Jefferson Highway CEder 7256 





DR. EUGENE L. WENK 
GERIATRICS 
206 Physicians & Surgeons Bldg. 
SHREVEPORT, LA. 





DR. R. ROSS, JR. 
SKIN DISEASES 


802 Pere Marquette Bldg. 





DR. RICHARD W. VINCENT 
PLASTIC AND RECONSTRUCTIVE SURGERY 
1320 ALINE STREET 
UPtown 4797 
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DR. NATHAN H. POLMER 


Physical Medicine—Rehabilitation 


2209 Carondelet St. 
2-5 P.M. 


Off.: JA 3318 Res.: JA 3180 





DR. B. G. EFRON 
DR. STANLEY COHEN 


ASTHMA, HAY FEVER, AND OTHER 
ALLERGIC DISEASES 


1441 Delachaise Street New Orleans 





JAMES W. BURKS, JR., M. D. 
for 
DISEASES OF THE SKIN 
SCAR REMOVAL BY ABRASION 


Maison Blanche Building 
New Orleans 16, La 
RA. 4829 





KENNETH A. RITTER, M. D. 
ROBERT G. HEAD, M. D. 


Psychiatry and Neurology 
8211 Apricot Street 


New Orleans 


WA. 2324 By Appointment 





DR. C. S$. HOLBROOK 


PRACTICE LIMITED TO NERVOUS 
AND MENTAL DISEASES 


Hours: 10 to 12, by Appointment 
Office: 3431 Prytania Street 


Opposite Touro Infirmary 





DR. CARL N. WAHL 


Practice limited to 
MAXILLO-FACIAL AND PLASTIC 
SURGERY 


825 Maison Blanche Bldg. 
MAgnolia 3216 





BLAISE SALATICH, D.D.S., M.D. 
PRACTICE LIMITED TO ORTHOPEDIC 
SURGERY 
1212 Maison Blanche Building 


CAnal 7697 By Appointment 





THE OWENS CLINIC 
or 
PLASTIC AND RECONSTRUCTIVE 
SURGERY 


2223 Carondelet Street 
New Orleans 13, Louisiana 
Telephone: CAnal 0106 





DR. HARTWIG M. ADLER 
EYE, EAR, NOSE AND THROAT 
Hours by appointment. 
3439 Prytania Street 
New Orleans 


CH. 4094 





DR. LUCIAN W. ALEXANDER 


FENESTRATION FOR OTOSCLEROSIS 
OTOLARYNGOLOGY 


1230 Maison Blanche Building 
MA. 5317 By Appointment 





J. W. DAVENPORT, JR., M. D. 


Blood Classification Studies 
Irregular Antibody Determinations 
Paternity Exclusion Tests 


2700 NAPOLEON AVE. JA. 6681 - 0796 





FRANK H. MAREK, M. D. 
Radiologist 
2204 So. Ryan Street Lake Charles, La. 
Phone 4071 or 6-9242 
Practice Limited to 
X-ray and Radium Treatment 
and Diagnosis 





DR. HARRY ZOLLER 


TEMPORAL BONE SURGERY 
and 
FENESTRATION FOR OTOSCLEROSIS 


1109 Pere Marquette Building 


RA. 2535 By Appointment 





























The Cancer Commission of the Louisiana State Medical Society 


AMERICAN CANCER SOCIETY GRANTS 
FOR 
CANCER RESEARCH IN LOUISIANA 


From National 1954 - 55 
Tulane University: 


Farber, E., M. D. = $ 6,000.00 
Studies in Chemical Pathology | 


Segaloff, A., M. D. ee 
Relationship of Hormones to Neoplasia 


Ochsner Medical Foundation: 
Horwitt, B. N., M.D. and Segaloff, A., M.D. aoe _..... 8,478.00 
Biosynthesis of Steroids 
1955 - 56 


Tulane University: 
Kilbourne, Edwin D., M. D. _ 7,000.00 
Study of Factors Involved in Activation of Latent Viral Infection 
Louisiana State University: 


Burdette, Walter J., M. D. ' _....... 9,936.00 
Effect of Pupation Hormone on Mammalian Tumors 


From Louisiana Division 
Tulane University: 
Abbott, C. C., M. D. 
Function of Liver and Lungs as Filters to the Transport of 
Malignant Tumor Cells 
Faulk, M. E., Jr., M.D. seh 
Evaluation of Therapy in Transplanted Gliomas_ 
Watson, B. E. M., Ph.D. 
Quantitative Study of the Effect of Adrenalectomy on the 
Growth Rate of the Ehrlich Mouse Ascites Tumor 
Louisiana State University: 


Haddox, C. H., Jr., Ph.D. a 
Study of Effect of Aromatic Hydrocarbons ¢ on Enzyme 
Systems in Mice and Neurospora crassa and their Effect 
on Tumorigenesis in Drosophila 


Louisiana State Department of Health 


S. J. Phillips, M.D., M.P.H. 
State Health Officer 


























Why so many 
physicians SPECIFY 


PABLUM 
CEREALS 





TOMMY started on Pablum 
Rice Cereal at the age of 2 
months. He likes its smooth 
texture (all Pablum Cereals 
are smooth). Pablum Cereals 
give him plenty of iron— 

% oz. supplies 4.2 mg.— 

to help prevent iron 
deficiency anemia. 


MARY LOU likes Pablum 
Oatmeal. Since she has been 
eating Pablum Cereals her 
growing appetite is 

satisfied longer. 


Pablum Rice Cereal 
Pablum Barley Cereal 
Pablum Oatmeal 
Pablum Mixed Cereal 


BARBARA~—like other children 
—enjoys all four Pablum ® 
Cereals. Each variety tempts 

her awakening taste buds. 
Pablum Cereals are scientifically 
packaged to insure freshness. 
The ‘Handi-Pour’ spout is an 
extra convenience for 

busy mothers. 


Plan, Pads 


DIVISION OF MEAD JOHNSON & COMPANY 
EVANSVILLE, INDIANA, U.S.A. 








